The Experiences of Women With Bulima Nervosa Prior to a Binge. by Cotterill, Emma.
The Experiences of Women with
Bulimia Nervosa prior to a Binge
by
Emma Cotterill 
Volume 1: Academic
Submitted for the degree of Doctor of Psychology 
(Clinical Psychology)
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2007
© Emma Cotterill 2007
ProQuest Number: 11009972
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 11009972
Published by ProQuest LLC(2018). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLC.
ProQuest LLC.
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106- 1346
INTRODUCTION TO THE PORTFOLIO
This portfolio is a collection of work completed as part of the University of 
Surrey degree of Doctor of Psychology (Clinical Psychology). The portfolio 
contains three dossiers: academic, clinical and research which 
summarise the knowledge, skills and experience gained during the three 
years of training These dossiers are presented over two volumes of the 
portfolio.
Volume 1 of the portfolio has components of the academic, clinical and 
research dossiers. This volume will be stored in the University for public 
access. The academic dossier contains two essays, three problem based 
learning reflective accounts and summaries of the two case discussion 
group process accounts. The clinical dossier contains a summary of the 
five clinical case reports and a summary of the five clinical placements. 
The research dossier consists of a research log checklist which details 
research skills acquired during training; an abstract of the small group 
qualitative research project completed in the second year; the service 
related research project completed in the first year; and the major 
research project completed in the third year.
Volume 2 of the portfolio is confidential due to the clinical content. In 
the academic dossier it contains the full versions of the two case 
discussion group process accounts. In the clinical dossier it contains full 
versions of the five clinical case reports, and documentation from all the 
clinical placements.
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Volume 1
Academic Dossier
This section of the portfolio contains the academic assignments 
completed over the three years of training, including two essays;
three problem based learning reflective accounts, and the 
summaries of the two case discussion group process accounts. 
The full versions of the case discussion group process accounts 
are presented in Volume 2 of the portfolio.
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Adult Essav: Approaches to Psychological Distress.
“The course team is attempting to involve service users and carers in 
many aspects of the Surrey Clinical Psychology Training Programme. With 
reference to the evolving literature on involvement in both training and 
research, explore ways of involving users and carers in the Programme. 
What issues and dilemmas might such involvement create?”
Year 1 
January 2005
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Introduction
Partnerships must form the foundation of mental health education....service 
users have valuable knowledge and expertise to offer. Their involvement has 
the capacity to enrich the learning of students, offering a more stimulating 
and challenging educational experience -  and one which can equip students 
to practice more effectively (Tew, Gell & Foster, 2004, pg 4).
Slowly, over the years, changes are happening within Clinical Psychology training. The 
emphasis on service user and carer involvement as a ‘partnership’ is slowly picking 
up momentum and coming to the forefront of people’s awareness about training. For 
me, this is an extremely positive step forward - yet undeniably challenging to achieve.
This shift in thinking has developed amongst many similar positive advances within 
healthcare and research, with many NHS, healthcare and research and development 
related policies and frameworks emphasising the need for involvement.
Education and training organisations have responded to these developments by 
beginning to explore service user and carer involvement in various ways. Clinical 
Psychology (e.g. Goodbody, 2003; Soffe 2004), Nursing (e.g. Maslin-Prothero, 2003; 
McAndrew & Samociuk 2003), Social Work (e.g.; Edwards, 2003; Fisher, 2002), 
Psychiatry (e.g. Summers 2003; Livingstone & Cooper, 2004) and other 
professionals (e.g. Lucock & Frost, 2004) have all responded to involving users and 
carers, to differing degrees. The literature on the reasons for involvement (e.g. 
Harper, 2003; Tew, Gell, & Foster, 2004), ‘how to do it (Reynolds & Read, 1999; Roe 
& Wenman, 2004)’, and the success of involvement (e.g. Khoo et al, 2004) is 
beginning to make its mark amongst the much larger literature on involvement in 
health services (Peck, Gulliver & Towel, 2002; Barnes & Wistow, 1994). Overall I 
would recommend Learning from Experience (Tew et al, 2004), which provides clear 
guidance and suggestion for education and training organisations.
2
E Cotterill Adult Mental Health Essav
Within clinical psychology training there is, to date, no definitive document which 
outlines requirements for courses in relation to service user and carer involvement. 
However the BPS accreditation criteria (BPS/MQB, 2002:1, as cited in Harper, 2003) 
for courses, outlines one outcome that trainees will have:
The skills, knowledge, and values to work effectively with systems relevant to 
clients, including for example, statutory and voluntary services, self help and 
advocacy groups, user led systems, and other elements of the wider 
community., (as cited in Harper, 2003 pg 14)
And also that trainees should work “collaboratively and constructively with fellow 
psychologists and other colleagues and users of services, respecting diverse 
viewpoints” (pg 5, as cited in Harper, 2003, pg 14.
The University of Surrey Clinical Psychology Doctorate Programme is currently 
exploring the issue of service user/carer involvement. This essay aims to review the 
current work the Surrey course is carrying out in this area, and, with reference to the 
literature from training and research, explore ways that the Surrey course can work 
toward involving service users and carers in the doctorate course. Some of the issues 
and dilemmas that may arise will be considered.
Part 1 :Current developments within training and the Surrey course?
In 2000, the Group of Trainers in Clinical Psychology annual conference looked at the 
issue of involving service users in training as either/and stakeholders, consultants, or 
providers, highlighting the need for involvement to become ‘mainstream’ (Goodbody,
2003). Similarly at the Annual Clinical Tutors meeting in 2000 the focus was also on 
involvement (Harper, 2003). Positively, comments that emerged demonstrated that 
psychologists were considering the benefits such involvement could bring.
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Many Clinical psychology training courses now involve service users in their training 
programmes. The level of involvement however, varies. The involvement mainly 
involves participation in lectures. However many courses are currently developing the 
further involvement of service users.
The University of Exeter took the lead within Clinical Psychology for developing service 
user and carer involvement. They set out their model of involvement in Curie and 
Mitchell’s (2004) article. They set up an advisory group involving service users and 
carers which is already impacting the course.
Following on from Exeter’s work, other courses began to development their service 
user and carer involvement. For example, the Staffordshire and Shropshire Clinical 
Psychology training course, a newly developed course, put service user and carer 
involvement as a core value in their course design and are already well developed in 
this area. They have a service user group set up which provides input into all areas of 
the programme as it develops. Furthermore since 1999, the University of Manchester 
has been developing involvement and has already begun implementing changes to 
the programme to achieve ‘user centrality’ (Consumer involvement, 2004)
For some time the involvement of service users and carers in the training of Clinical 
Psychologists at the University of Surrey has been minimal. Over the past years, there 
has been occasional involvement at teaching level, with service users attending to 
‘tell their stories’ for part of a lecture. In 2004, Mark Hayward and Arlene Vetere, 
course staff from the Surrey Clinical Psychology course, initiated the movement 
toward involvement of service users and carers. They followed Exeter’s model and 
contacted local service users and carers, inviting them to attend the initial meetings 
where early discussions focused on deciding on what ‘service user/carer 
involvement’ actually is -  with agreement and disagreement within the group around 
this topic. It was decided that involvement needed to be across the course 
programme and on placements, and that there needs to be non clinical work where 
trainees work alongside service users and carers, for example within a user
4
E Cotterill Adult Mental Health Essav
organisation on project work. Also from these discussions, came the idea of getting 
an appointment for a Service User Co-ordinator on the course team. To date, funding 
has still not been secured for this. By the 4th meeting the advisory group was 
selected, by interested parties making themselves known, with the group consisting 
of 2 service users, 1 carer, 1 Clinical psychologist and 1 trainee clinical psychologist, 
and 2 other professionals - an Advocacy worker, and an OT. Currently the group 
represents working age adults.
Advisory Group
People consulting in small 
amounts to service
Figure 1: Model of Service User and Carer Involvement Advisory Group at University of 
Surrey.
Figure 1 above represents the advisory group, as already described, with an outside 
ring of people who are unable to commit fully to the group, but who are keen to 
consult. Currently this involves members of a user group, Regional Clinical 
Psychologists and course staff. The Advisory group aims to meet monthly. The current 
areas of focus for the group is: a) to extend their links with service users and carers 
b) to develop the relationships within the group and with the course, c) to consider 
where the involvement will impact on the course, d) to identify areas of good practice 
within the training community, and e) to develop a strategic approach such as lay out 
the terms of reference for the group and have a clear strategy for involvement. 
However, the impact of the group is already beginning: The Trainee representative 
from the group has consulted with current trainees on the course on their ideas for
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service user/carer involvement; the advisory group is developing some questions for 
the interview stage of the selection process; a visit to a user employment programme 
has been organised for the current first year trainees.
In this next section, I will explore the ways the Surrey course can involve service users 
and carers in their programme.
Part 2: Involvement
The Clinical Psychology training team at Surrey have already begun to make some 
positive steps toward service user and carer involvement with the creation of their 
advisory group. However how, and in what directions they proceed next may be 
crucial to the success of the work. Firstly it needs to be clear what level of 
involvement the course is aiming to achieve.
Tew (et al, 2004) describe the Ladder of involvement which has five levels of service 
user/carer involvement that training courses may achieve (see Table 1 below).
Table 1: Ladder of involvement (Tew et al, 2004}.
Level 1 = no involvement
Level 2 = limited involvement
Level 3 = Growing involvement
Level 4 = Collaboration
Level 5 = Partnership
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Ideally, the aim of the Surrey course would be to achieve level 5 on the ladder of 
involvement. At the initial meeting when setting up the advisory group at Surrey 
University, one attendee was noted as stating that ‘anything but equal power and 
status with course team is only token involvement’.
In this essay I have decided to focus my ideas on aiming to achieve partnership, and 
all that this involves. This means highlighting the ‘best case’ scenario for user 
involvement that Surrey can aim for.
Achieving Partnership:
Level 5 of the ladder of involvement recommends that service users and carers are 
involved in all aspects of the course programme. For the Clinical Psychology course 
this would include course management, curriculum planning, selection, teaching 
delivery, and involvement in assessments, placements and research. Each of these 
areas will be discussed. However in order to address a variety of ideas, I have chosen 
not to discuss ‘traditional ‘ roles which service users and carers can take on, that 
mirror current typical staff roles, such as sitting on interview panels. It will be 
assumed that these roles are fulfilled by service user/carer representatives in order 
to achieve partnership.
Course Management
Initially the overall priority of the course should focus on achieving a culture of 
partnership within the course team, a value which needs to be continuously 
reinforced (Edwards, 2003) amongst staff, trainees, service users, carers and any 
other course contributors. Steps that can be taken towards this include:
• Guidelines and statement of values on service user/carer involvement (Harper,
2003) published on course website and in course handbook
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• Developing relationships - informal ‘getting to know each other sessions’ (Tew 
etal, 2004); away days; ‘buddy’ systems
• Provision of continuous training on user involvement, for all (NTA, 2004)
• Separate regular discussion/reflective groups for staff, trainees (McAndrew & 
Samociuk, 2003) and service users/carers where groups can safely express 
any attitudes/issues/feelings regarding involvement.
• Annual review/report of involvement and changes that have been 
implemented with feedback to advisory group by course staff/trainees.
Apart from taking steps to establish a partnership culture, the course may also 
implement the following to assist with involvement:
• Guidelines on what happens if a) Service user or Carer becomes mentally 
unwell, b) there are concerns over their mental health and/or c) they are 
referred to trainee/course staff on placement, e) they are already known to 
trainee/staff when they seek to become involved.
• Developing service user/carer involvement in supervisor training with 
guidelines (Consumer Involvement, 2004)
• Developing involvement from psychology undergraduate level
• Good practice guidelines/statements on the value of service users/carers 
becoming trainees (NTA, 2004), and what systems are in place to support 
them -  to be emphasised in course handbook/induction process/website
E Cotterill Adult Mental Health Essav
• Working with NHS employers on Occupational health documentation -  which I 
felt to be service user unfriendly.
Advisory Group
Also alongside general course issues is how the advisory group will proceed and tasks 
it could approach:
• Guidelines on how people join/are selected to user or advisory group. For 
example the University of Manchester has an interview procedure for selection.
• Arrange presentations/day workshops from courses and/or services already 
implementing involvement for examples of good practice, e.g. University of 
Exeter.
• Have meetings at other venues other than university (Harper, 2003); consider 
accessibility of venues; consider communication issues such as translator 
requirements (Roe & Wenman, 2004)
• Set up local/university network/ forums to reach wider variety of service users/ 
carers (see http://www.nimhe.org.uk)
• Feedback to trainees & course team on regular basis: the advisory group 
progress, ideas and how implemented.
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Curriculum design/management
At this next stage, service users and carers can mainly take on traditional roles, 
contributing to planning meetings and providing views and ideas. Additional options 
could be:
• Development of module based on service users/carer perspectives and 
involvement.
• Contributions to first drafts of teaching texts for modules not directly involving 
service users/carers (Reynolds & Read, 1999)
• Development of new lectures/workshops/teaching methods (see teaching 
section for more details)
• Provide guidance to lecturers to have the perspective of people they are 
discussing (Consumer Involvement, 2004).
• Training to course staff on user issues 
Selection of new trainees
The process of selection of clinical psychology trainees can involve several different 
stages. Service users and carers may be involved in:
• Providing a production of a list of good and bad features of a clinical 
psychologist: useful for: the course programme handbook (Curie & Mitchell, 
2004) preparing job description; designing questions for interview; selecting
10
E Cotterill Adult Mental Health Essav
candidates.
• Co-facilitating with the admissions tutor when giving presentations to potential 
applicants
• Designing questions that ensure interviewees reflect on service user/carer 
needs (Consumer Involvement, 2004).
• Co-facilitating a discussion group with interviewees as part of the interview day 
on a topic relevant to user involvement which could potentially be videotaped 
for selectors to review.
• Attending the interview day or welcome day for successful applicants, to 
informally chat to trainees, or present a short piece on how user involvement is 
implemented at Surrey
• Interviewees present to service users an aspect of their understanding of 
service user involvement (prepared before interview)
• Interviewees to answer questions from panel of service users.
Teaching
The involvement in teaching may take many different forms: Telling of Stories’, Joint 
working, Providing materials, Service user/carer influenced sessions; service 
user/carer led sessions.
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Telling of Stories
Once, during a conference which I attended on the topic of personality disorders, 
three service users stood up and told their stories with so much honesty and self­
reflection that it remained in my mind the most powerful and ‘real’ part of the 
conference. I would recommend to the course that involvement includes service 
users/carers telling the stories of their illness/disability experiences within the 
context of relevant lectures, for example: in a lecture on psychosis, a service user 
could talk about their experiences of hearing voices; in a lecture on brain 
injury/neuropsychology a carer could attend to discuss their experiences of living with 
someone with a brain injury. Indeed in every clinical area, service users or carers 
could discuss their experiences of illness, services, impressions of psychologists, or 
of psychological therapy. Of particular impact may be the involvement of psychology 
graduates/trainees/qualified staff and other professionals in sharing their 
experiences of illness/disability. Lastly, Psychosis Revisited (Hayward, 2004) is a 
group which delivers teaching and training to mental health professionals focusing on 
service users who have experienced psychosis. From the trainee consultation 
meeting in 2004 it was queried whether it would be possible for the group to 
facilitate a workshop with trainees. To illustrate the impact of user stories, I enclose a 
quote from a poem by Patricia Chambers which particularly struck me:
“Ok I hear voices a phenomenon of today.
And to tell the honest truth I don't want my voices to go away.
I like listening to my voices, they're like the radio.
And I think that I'd be quite sad if  my voices should ever go away.” (pg 3, The Voices 
and I, 2004)
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Joint working
• Participating in Problem Based Learning Groups or Case Discussions groups 
(Tew et al 2004).
• Having monthly Service user, carer and trainee open discussion group to 
explore any issues, seek advice, as required (Discussed at Surrey trainee 
consultation meeting)
• Involvement in practising basic therapy skills role plays (either carrying out 
role play or observing) and providing feedback (Tew et al, 2004)
• Participation in small group exercises, discussing hypothetical 
dilemmas/issues which could arise in practice focusing on different 
perspectives and ways to resolve them issue satisfactorily to all.
• Service user/carer involved in any teaching session they choose as student 
(Tew et al, 2004) and participating in discussions, exercises, group work 
(McAndrew & Samociuk, 2003).
Providing materials for students and course staff
• Recommend items for reading lists based on service user/carer issues and/or 
perspectives (Harper, 2003) i.e. Chadwick (1997) or Shaping our lives 
newsletter (www.shapingourlives.org.uk)
• Producing of Surrey’s own collection of written ideas, stories, poems of service 
users/carers experiences from local contacts to be distributed (Reynolds & 
Read, 1999)
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• Promoting use of the internet to access service user/carer resources (Harper,
2003) or forums, for example during PBL exercises.
• Using films, videos, i.e. from mental health foundation, and mental health 
media (Harper, 2003)
• Pre recorded videotaped or audio-taped (Reynolds & Read, 1999) discussion 
of local service users/carers describing their experiences of illness/services 
etc with option of trainees providing questions in advance (Hayward, 2004).
Service user/carer focused sessions
• In small groups, trainees be given user written articles, poems etc and 
discuss/ reflect on how this work could alter their thinking, beliefs. Asked to 
consider anything they disagreed with, would challenge, with feedback to 
main group.
• Exercise on the impact of language -  i.e. provide two exerts of the same 
complaint/issue/situation, one written in academic professional language, 
one in ‘patient’ raw language -  split in two groups, one group rates the first 
excerpt on how they feel towards it, how they might react towards it, type of 
person that might have written it etc. second group do same with second 
excerpt. Feedback to group and make comparisons.
• Reflective groups where trainees are encouraged to consider their 
experiences of health services, groups, caring, distress etc and consider what 
they learnt, what they can use from it.
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User led sessions
In order for service user and carer involvement to be fully respected and valued I feel 
it is important that they have the opportunity to lead/facilitate full sessions with 
trainees. This would emphasise how much the course team value their abilities in 
providing ‘expert’ teaching. User led sessions could be one hour, half day lectures or 
whole days covering one or more topics at the service user/carers discretion. It may 
also be beneficial to invite organisations or groups to facilitate sessions (Harper
2003) e.g. hold educative lectures about user run/support organisations. It may also 
be possible to establish links with user led drama groups such as Red Rose Chain 
Theatre (Roe & Wenman, 2004)
Examples of topics for user-ied session = communicating with service user/carers 
(Harper, 2003); experience and emotional impact of sectioning; what service users 
value from therapy; what makes a good therapist; how diagnostic labelling affects 
service user and therapist relationships (Consumer Involvement, 2004); reflecting on 
the service user/carer perspectives (Consumer Involvement, 2004); clinical skills 
workshop (Ikkos (2003) cited in Livingstone & Cooper, 2004), for example in 
engagement skills.
To illustrate the impact of user perspective, I enclose a quote from Mary O’Hagan’s 
‘Stop Over From Mars’, where service user Brett describes playing a prank:
In hospital they stressed that they have an open door policy. This guy told me 
that if  I ever want to talk things out I could come to the office and know that 
the door would be open for me. The first time I knocked on their door, the staff 
waved me off saying they were busy..the next time was their tea break. The 
next time they gave some other excuse. Then they said it was putting to bed 
time. That night I took the door off....first thing in the morning, I said I had 
removed the door to ensure the ward had a genuine open door policy. I have
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been through university where that sort ofjoke..was acceptable...The staff told 
me I did it because I was mad. I found it very demeaning (pg 8)
This quote, for me, highlights why user involvement is so important, to give trainees a 
new perspective on situations.
Placements & ‘outside course’ experience
Involvement may include:
• Requirement that service user/carer directed resources are available on 
placement (Consumer Involvement, 2004).
• Attendance at courses /conferences organised by service users/carers, or 
visits to service user organisations (Harper, 2003)
• Placements set up specifically working alongside service users/carers; being 
supervised/mentored by service users/carers. (From Surrey Trainee 
Consultation Meeting)
• ‘Shadowing’ user/carer for the day (Roe & Wenman, 2004)
Assessment
In addition or as an alternative to being involved with traditional assessment roles 
such as marking assignments, service users and carers may be involved with the 
following:
• Assessment on placement -  Policy that SU feedback should be included on 
final report/assessment of trainee, user completes feedback on trainees
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therapist performance (Edwards, 2003), or carries out informal interview with 
trainee, or trainee is required to carry out ‘practice’ assessment on service 
user/carer which is then feedback on by service user/carer to trainee directly 
or via placement supervisor.
• Training given to course team/placement supervisors on value of SU 
perspective on assessment (Edwards, 2003).
• Assessment of lecturers and their consideration of service user/carer view 
points (Consumer Involvement, 2004).
• Assessment of video tapes of trainees practising as therapists by provision of 
written feedback on this -  on types of questions asked, language, manner 
etc. (Harper, 2003)
• Requirement that trainees include user perspectives in case reports 
(Consumer Involvement, 2004).
Research
Involvment in research may be in several different ways:
• Consultation with local service users/carers to see what they view as priority 
for research in their respective areas (Thornicroft, Rose, Huxley, Dale & Wykes 
2002; Carrick, Mitchell, & Lloyd, 2001). This could be done explicitly before 
dissertation proposals considered
• Present proposal or research findings of study to user group for
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feedback/validation (Carrick et al, 2001; ‘User & Carer’, 2004) with
requirement to feedback results in user friendly format (Consumer 
Involvement, 2004).
• Encouraging trainees to carry out research which gives a voices to 
disempowered groups (Consumer Involvement, 2004) such as ethnic 
minorities views on service user/carer involvement in training; exploring the 
issue of psych graduates as service users and psych illness numbers; 
exploring the views of local SU/C on involvement in research
• Requirement of course that trainees, are involved in user led research 
projects such as Shaping Our Lives Network research projects. Or joint 
working on a research project as course requirement
• Encourage Service users and carers to presenting their research to trainees -  
(Harper, 2003), such as user organisations e.g. SURE (Service User Research 
Enterprise) (www.iop.kcl.uk)
• Ensure access to research training for service users/carers (‘User and Carer’, 
2004)
• Inclusion of service users/carers on programmes research committee 
(Consumer Involvement, 2004)
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Part 3: Issues and Dilemmas
The final part to this essay will now explore some of the issues and dilemmas raised 
by the ideas in the previous section.
Partnership
The first issue I would like to explore is that of partnership. Fisher (2002) argues that 
partnership is often used without exploring its meaning with service users. Discussing 
with service users and carers what they understand of partnership and how much 
they wish to be involved is essential. However, when creating a ‘partnership’ culture 
is may be expected that there will people resistant to the inevitable change. For 
example, they may find it difficult to view service users and carers as integral parts of 
the team and not in terms of the ‘them -us ’ distinction (Soffe, 2004). Carrick (et al,
2001) highlights this point by noting the capacity to collaborate is based partly on the 
desire to do so. If staff members are resistant it can be a large obstacle to climb. 
Other potential barriers to achieving partnership which need to be addressed are: the 
power in-equalities (Goodbody, 2003; Reynolds & Read, 1999); the difficulty in 
moving from an expert model to a user-centred one; the reluctance in adjusting and 
making changes to established course practices and routines; an awareness of 
financial constraints; a fear of being tokenistic; a desire to avoid the fact that we are 
not so dissimilar to service users (Harper, 2003); and the barriers of academic 
language, for example moving from ‘patients’ or ‘users’, to ‘consumer-academics’ or 
‘active-educators’ (Livingstone & Cooper, 2004; Roe & Wenman, 2004).
Service users as trainees:
The issue of partnership links also with the following course dilemma: the values and 
principles underlying involvement, equality and partnership implicitly promote the 
value of service users as trainees. However, despite an emphasis in psychology on 
issues such as reducing stigma, the debate over trainees as service users is limited
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within the training literature, and from my experience, something people believe is 
viewed as a weakness and not a strength. This is demonstrated in a quote from 
Janine Soffe’s doctoral research looking at the relationship between service user 
involvement and clinical training where one respondent was reported as remarking:
“Clearly we {clinical psychologists) are as guilty of ‘them and us’ thinking as any 
other profession. I mean the BPS {British Psychological Society....} isn’t SERIOUS 
about training clinical psychologists with mental health problems” (Soffe, 2004, pg 
16).
A representative group?
How representative the service users/carers are, has been referred to frequently in 
the literature. It is general felt that the service user/carer involvement should be 
representative (Consumer Involvement, 2004). However this is not always easy to 
achieve. Carers, for example, are often isolated (Hervey & Ramsey, 2004) and are not 
always able to become involved whilst they are still the main carer (Roe & Wenman,
2004). Black and ethnic minorities are important to engage with (Roe & Wenman,
2004), however issues such as fear of mental health services (Hervey & Ramsey,
2004) may discourage them making themselves known. Older people and young 
people are not well represented (Tew et ai, 2004) It is also seen as a challenge to 
involve service users and carers within primary care as they may only come into 
contact with services for brief periods of time and may not even identify themselves 
as ‘service users’. The impact of stigma may also have a greater affect here (Lucock 
& Frost, 2004). Lastly the involvement of people with learning disabilities (LD) may 
cause concern, over the ability to communicate, interact and give meaningful 
feedback (Edwards, 2003), which may influence active recruitment/involvement of 
this client group. However it has been reported, for example, that people with LD can 
work with lecturers to develop teaching and learning sessions for students (Roe & 
Wenman, 2004)
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These issues are important to discuss as excuses are often made to dismiss service 
users or carers views as being unrepresentative (Reynolds & Read, 1999). However 
Reynolds and Read (1999) challenged this by asking, for example, how 
representative is a psychiatrist is of psychiatrists, or a nurse of other nurses?
Communication:
Communication is vital to the process of user involvement (Goodbody, 2003). This 
issue explores whether it is possible for people working with service users and carers 
to listen respectfully to their views, value them and act on them. This is obviously at 
the core of partnership working. Feeling not listened to can often reinforce 
experiences as a service user in the health service (see Jim Reads story, Reynolds & 
Read, 1999) which may have detrimental affects. Carers, for example, often feel 
undervalued (Hervey & Ramsey, 2004) and so it is assumed that having their views 
valued will be extremely encouraging for them and a step forward toward partnership. 
It should also be noted that having a more varied selection of people included within 
the course team, all with different perspectives and beliefs, will inevitably lead to 
disagreements. How this will be addressed needs to be considered (Goodbody, 2003) 
in order to manage it effectively.
Users and carers
A fifth issue that needs to be raised is the relationships between users and carers. It 
has been highlighted that carers and service users can work closely together but they 
have distinctly separate areas and ideas they can contribute to (Roe & Wenman,
2004). It is important to develop their separate roles rather than seeing them as 
users and carers together all the time. Carers often feel left out or unnoticed, 
whereas service users often feel that carers attempt to take over (Tew et ai, 2004), 
therefore when there as instances of joint working, any potential tensions need to be 
reviewed.
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Collaborative Research
Any researcher is aware of the difficulties in carrying out research -  and these 
concerns may be magnified when carrying out service user/carer involved research 
projects. Studies evaluating user involvement in research have highlighted the large 
amount of time commitment and effort required (passive subjects, Rhodes, Nocon, 
Booth, Chowdrey, Fabian, Lambert. Mohammed, & Walgrove, 2002; Maslin-Prothero 
2003), the financial costs (Rhodes et al, 2003); the lack of confidence felt by service 
user/carer researchers; the potential requirement to provide training on research 
skills (Maslin-Prothero, 2003); the use of ‘non traditional’ research methodologies 
which may result in people criticising findings as lacking scientific objectiveness; with 
limited resources efforts of involvement may be seen as tokenism or may result in 
overloading the service user/carer research (Rhodes et al, 2002); if involvement of 
an advisory or steering group to advise on research the frustrations of keeping the 
group on the topic in hand were reported (Rhodes et al, 2002); However despite 
these challenges many reported on the benefits of user involvement in research 
(‘User and Carer’ 2004; Rhodes et al, 2002; Fisher, 2002; Townend & Braithwaite
2002).
Conclusion
The involvement of service users and carers in clinical psychology training is a 
challenging yet exciting move forward. The University of Surrey, following on from 
Exeter’s lead is making positive steps towards involvement. However there is much 
more that can be done.
There are many ways that the course can involve service users and carers, in any of 
the different areas. There are also many issues and dilemmas raised by this 
involvement. Creating ‘partnership’ is extremely challenging. It involves reviewing our
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beliefs about ‘them and us’ (Soffe, 2004), and involves stepping away from ‘expert’ 
models, which involves humility (Tew et al, 2004).
Writing this essay has become a powerful experience for me, particularly reviewing 
the literature from the service user/carer resources. I often found myself stopped in 
my tracks by the messages the work was illustrating. This experience has ultimately 
strengthened my passion in this subject and in the need for the Surrey course, (and 
indeed other courses), to implement user and carer involvement.
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Professional Issues Essay
Under the proposed reforms to the Mental Health Act Clinical 
Psychologist will be able to assume greater involvement in the processes 
of ‘sectioning’ and supervising the treatment of people who are subject 
to compulsion. What are the advantages and disadvantages of our 
profession getting involved with these processes? What issues and 
dilemmas might need to be considered by Clinical Psychologists as they 
make a decision about whether or not to abcept these responsibilities?
How would you decide?
Year 2: 
December 2005
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The Mental Health Act (MHA) 1983 currently influences a number of professionals 
and their clinical practice, including Clinical Psychologists. However this act is 
currently being reviewed and reformed, with implications for Clinical Psychologists. 
This essay will outline the changes set out within the proposals, as applicable to 
Clinical Psychologists, before exploring the advantages and disadvantages for the 
profession and the issues and dilemmas for Clinical Psychologist in deciding whether 
to take on the new changes. I will also discuss my perspective and personal decision­
making process, about these changes.
History of MHA Reforms:
The current mental health legislation was approved as an official act in 1983. 
However it was grounded in a review of the legislation which took place in the 1950’s 
(House of Lords, House of Commons Joint committee 2005 (HLHCJC). It is clearly a 
time for another review and a new mental health act that takes into account the 
progress that has been made within mental health services since the 1950’s. The 
current review has also been influenced by the current social, media and political 
climate. The process of reform is outlined on the Department of Health (DoH) website 
(www.dh.gov.uk/policyandguidance):
■ 1998 - Government begin the review process by appointing an expert 
committee chaired by Professor Richardson and a report is published in 
1999.
■ 1999 - Green Paper published: "Reform of the Mental Health act 1983”.
■ 2000 -  Publication of the White Paper: “Reforming the Mental Health Act 
1983”.
■ 2002 - Publication of the Draft Mental Health Bill (DMHB). This was published 
with consultation documents encouraging responses to the bill from 
interested parties. The consultation ended in September 2002.
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■ 2004 - Publication of the revised DMHB which was then subject to pre­
legislative scrutiny1 by a parliamentary joint committee.
■ March 2005 - HLHCJC Report produced with 107 recommendations. The DoH 
had 60 days to respond (Kinderman 2005a).
■ July 2005 - Government response to the HLHCJC report
■ 2006 -  Final DMHB is expected to be presented to Parliament toward the 
end of the year (Rethink, 2005).
The current mental health act 1983^
Under current legislation a person may be admitted and detained in hospital under a 
section, against their will, where they may be detained for a certain period of time for 
assessment and treatment, before being discharged. There are a number of different 
sections that a person may be detained under. An Approved Social Worker (ASW) is 
responsible for co-ordinating the process of referral, assessment and admission. A 
Responsible Medical Officer (RMO) is responsible for overseeing the service-users’ 
care once they have been detained. A Mental Health Review Tribunal reviews the 
process of detention, and the Mental Health Act commission reviews all aspects of 
care ensuring the rights of patients are being taken care of (Mind 2003; Priory 
Healthcare (n.d.)).
The Draft Mental Health Bill 200 4 3
The draft bill in its current revised state has some significant changes. Firstly the 
definition of mental disorder has been widened. The new bill also allows for the
-j
Pre-legislative scrutiny is when proposals are reviewed by parliament. During this time individuals and organisations 
can also voice their opinions (Hughes, 2005).
2 For a more detailed understanding of the current act, please see the Department of Health website 
(www.dh.gov.uk/publications).
3
For a more detailed understanding of the draft mental health bill, please see the department of health website 
(www.dh.gov.uk/publications).
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detention of people with a personality disorder, which it not currently possible under 
the current MHA. Under the new proposals detention need not only be for the 
treatment of the mental illness (as stated in the current act), but may also be for the 
management of behaviours arising from the disorder if this is in the best interest of 
the patient or protection of the public. Further changes include the removal of 
‘sections’ under which a person may be detained. Instead the emphasis is on 
developing a care plan which must be implemented by the MDT when a person is 
subject to restrictions of the act. There are also changes in the important professional 
roles within the legislation with the introduction of the Approved Mental Health 
Professional (AMHP) and the Clinical Supervisor roles (as described in the next 
section of this essay). Additional changes include the introduction of Community 
Treatment Orders (CTO’s). Currently the MHA compulsory powers can only be used to 
detain a person in hospital. Under the proposed legislation, CTO’s mean that a person 
may be subject to compulsory powers whilst living in the community.
Legislative changes that affect Clinical Psychologists.
The draft bill (2004), contains a number of legislative changes that will require the 
involvement of Clinical Psychologists (HLHCJC, 2005). These include:
1. The new role of the AMHP
2. The new role of clinical supervisor role/approved clinician
These roles are most likely to involve a Consultant Psychologist -  although this role 
definition is not clear and requires clarification (Cooke, etal, 2001).
The AMHP role replaces the current ASW role, and involves coordinating the initial 
examinations and decision-making in deciding whether a person should be subject to 
restriction under the MHA. The AMHP role will also include: ‘registering patients, 
appointing nominated persons...taking patients to hospital and taking patients who
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abscond or who are absent without leave into custody’ (HLHCJC 2005, pg 148 clause 
442).
Under the proposed changes, an ‘Approved Clinician’ (HLHCJC 2005) will undertake 
the Clinical Supervisor role. This will replace the RMO in the current 1983 Act. In the 
new proposals the Clinical Supervisor will be responsible for overseeing the care of 
service users placed under the restrictions of the new mental health legislation (BPS 
Press Office, 2005) and must be experienced in assessing/diagnosing and treating 
mental ill health (MIND 2004; HLHCJC, 2005). The Clinical Supervisor must draw up 
an appropriate multidisciplinary (MDT) care plan (Kinderman, 2005a), by consulting 
with the MDT, the service user, nominated person and carers (Taylor, 2005) and then 
co-ordinate the implementation of the care plan (Cooke et al, 2001; Kinderman, 
2005a). The Clinical Supervisor must also review the conditions of assessment at all 
times to ensure the appropriate time for discharge from the MHA takes place as soon 
as possible by applying to the Mental Health Tribunal to request discharge (DoH,
2004).
The support for psychologists in this role has been emphasised by the HLHCJC (2005) 
report which concluded that 'psychologists possess the competencies [to perform the 
role of clinical supervisor’ (clause 448, pg 150). Rosie Winterton the Department of 
Health Minister of State also explained more specifically that the Clinical Supervisor 
may be a psychologist when the care required is mainly psychological therapy and 
where it is felt appropriate that the supervisor is a ‘qualified and competent Clinical 
Psychologist’ (2004).
Advantages and Disadvantages of the Professions’ Involvement
For some time, the British Psychological Society (BPS) has been promoting the need 
for psychology and psychological approaches to take a more central role in 
underpinning mental health services, guiding reform and influencing legislation 
(1999). The discussions surrounding the legislation have outlined both advantages
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and disadvantages for the profession in accepting these controversial new roles and 
powers. These viewpoints will now be explored.
Advantages of Involvement
Professional status, financial circumstances and indispensable nature of psychology
The proposed reforms have the potential to: improve the status of the profession 
(Levenson 2001, cited in Diamond, 2002) within a public and mental health services 
arena by taking on more formally recognised roles and responsibilities within mental 
health legislation; increase our salaries (Pilgrim, 2003) and make us indispensable 
as professionals. This has been our perception of psychiatry -  who currently hold the 
roles proposed for psychologists in the reforms, for example: ‘[for psychiatry], the 
RMO role-plus prescription-pad ensure both its indispensability to services and its 
inflated salaries’ (pg 7, Pilgrim, 2003). To make ourselves more indispensable as a 
profession can be no bad thing at an uncertain time for psychology, with the demand 
for psychological skills and therapy such as Cognitive Behaviour Therapy meaning an 
increase in the training of non-psychological professionals in these skills, who are 
then able to provide a service at a lower price (Pilgrim, 2003).
Power of the profession
Under the current MHA psychologists have little power in the process of sectioning 
and supervising of service-users under section. This has lead to a number of 
frustrations for psychologists, for example, if they have to try and persuade the RMO 
to admit or discharge someone (Black, 2002), or find that a service user has been 
sectioned in order to receive psychological treatment for which the psychologists 
feels is inappropriate for whatever reason (Black, 2001). Under the new proposals 
Clinical Psychologists will have much more power (Roberts, 2005) in the decision­
making process (Kinderman, 2002) e.g. they could ensure that psychological and 
social issues are considered when deciding on the use of compulsion, or have a say
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in decision-making for ECT or medication prescribing (Kinderman, 2005a). With this 
increase in powers, the MHA will hopefully be used more ‘humanely, wisely, and 
cautious!y’(Kinderman, 2005a).
Greater Psychological Influence
Alongside the increase in power around implementing the MHA, the increased 
involvement of psychology within mental health legislation means an opportunity to 
assert the influence of psychological theories, skills and approaches on a wider, more 
underlying and consuming way within mental health services. The proposed 
legislation has already moved away from the medical dominated ‘diagnosis and treat’ 
agenda, to ‘assessment and care plan’ (Cooke, et al, 2002b), which enables 
psychologists to be acknowledged for their skills in this area for example in 
assessment and formulation. Psychologists have unique skills in formulation, drawing 
together many factors (biological, social, environmental and psychological) when 
drawing conclusions about a persons’ mental health (Kinderman, 2002). With their 
more central role in the MHA process, they can bring these factors into MDT thinking, 
understanding and decision-making. Psychologists can also bring their skills and 
abilities as scientist-reflective practitioners into the team discussions to encourage 
evidence based and reflective practice. It may even be possible to see changes in 
services as they adapt to a more psychological thinking -  e.g. as Pilgrim (2005) 
suggests -  what will a psychological (as opposed to psychiatric) inpatient service be 
like? Will there be changes to ward rounds -currently dominated by RMO’s? Instead 
what could a ward round lead by psychologists look like? The roles being offered to 
the profession under this new act offer a unique opportunity to see if psychological 
approaches alongside the diminishing of medical influences, might improve services 
(Pilgrim, 2005).
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Psvchologicallv-led client care
By bringing psychologists into the heart of the legislation, it provides the opportunity 
for better service-user care packages, collaborative working and relationship building 
with professionals. Many believe that service users will see individualised client- 
centred care plans being developed that will sensitively meet their needs 
(Kinderman, 2005a; Ross, 2003; Taylor, 2005) whilst working with and taking into 
account the views of the service user, nominated person, carers and other colleagues 
(Taylor, 2005). Psychologists may be more likely to be aware of and encourage the 
use of advance statements and advocacy to ensure the service user voice is heard. 
Psychologists may also be more thoughtful in their assessments and decision-making 
in more appropriate and humane ways (Holmes 2001; Kinderman, 2005a).
Disadvantages of involvement
Splitting of profession (Diamond. 2002: Holmes. 2001)
One of the big concerns surrounding the current reforms, is the differences of opinion 
within the profession. There has always been debate within the profession -  which 
should always be welcomed. However the fierceness of the opposing views over 
whether psychologists should take on these roles has been noticeable. Opinion is 
divided and has been discussed and pondered over since the reforms have been 
announced (Black, 2002; Cooke et al, 2001; Cooke et al , 2002a; Diamond et al, 
2005; Kinderman et al, 2002). A survey conducted in 2001 provided the views of 
681 clinical psychologists (Cooke et al, 2002a). Only half (52%) were willing to be a 
supervisor. Differences have been noted between psychologists working in the open 
and closed sectors, (Black, 2002), where closed sector psychologists, working in 
forensic settings appear happier with the reforms and the chance to implement them 
(Cooke etal, 2002a). With the likelihood of the bill being passed by parliament within 
the next year, those psychologists who support taking on the new roles will be looking
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forward to the future. However for those psychologists who vehemently oppose the 
new reforms -  what will happen to them? (Kinderman, 2003). It is not thought likely 
that the roles will be optional and career progression will depend upon taking on 
these roles (Diamond et al, 2005). This ‘splitting’ of the profession is concerning. 
According to Pilgrim (2003) the profession is already unstable and so will the lack of 
agreement on these issues cause the profession to become even more destabilised? 
Or will the imposition of the new legislative roles deter future would-be psychologists 
from entering the profession, or cause those ‘who have chosen to work in psychiatric 
services to challenge and seek change, are likely to get out and move away from the 
potentially damaging custodial role of clinical supervisor’ (pg 10, Diamond, 2002). It 
is important to consider the implications for this as a profession.
Perception of profession and implications.
A further potential pitfall for the profession in taking on these roles is the perception 
of the profession by service users and the public. It is possible that current 
perceptions may change (Kinderman, 2003), and that we will be viewed less as 
empowering and caring and more as controlling (Barker, 2005) and restricting. The 
profession may also be viewed with hostility (Eden, 2003; Kinderman, 2005a) e.g. as 
psychiatrists or social workers currently face by service users (Holmes, 2001) or by 
the public inaccurate beliefs that people with mental health problems should be 
‘locked up’, which is reinforced by the media's portrayal of the ‘dangerous’ mental 
health patient (Cooke 2001; Hannigan 2001; Iqbal, 2000). This may lead to a culture 
of blame (Cooke, 2001) aimed toward the profession by the public, and the potential 
for a member of the profession or their employers to be sued for breaching the 
human rights act (BPS Press Office, 2001), or for not taking the appropriate (in 
hindsight) risk assessment action (Hotopf et al, 1999). This can lead to defensive 
practices which would serve to alienate us from service users (Marriott et al, 2001). I 
wonder if we as a profession are ready for this change in how our profession is 
viewed and treated? The change in perception may also deter people from seeking 
help from psychology services (Paul Bowen cited in Cooke, 2001), avoiding services
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if they fear they may be subject to restriction (Perkins, 1999 cited in Cooke et al, 
2002b; Newman 2002). Ultimately: ‘we risk separating ourselves from people who 
use clinical psychology services’ (pg 9, Diamond, 2002). According to colleagues of 
Holmes (2001): ‘You [psychologists] will become like social workers -  disliked and 
not trusted; people won’t want to see you’ (pg 4).
Professional code of conduct and ethics
A further difficulty is that psychologists may refuse to undertake the roles within the 
bill on ethical grounds (Holmes, 2001). Particular ethical issues include the ability to 
detain a person with a ‘dangerous and severe personality disorder’ in order to protect 
the public for potential risk, and the use of CTO’s (Johnson et al, 2001).
The Division of Clinical Psychology (DCP), Professional Practice Guidelines (1995) 
states that:
Clinical Psychologists seek to establish the highest ethical standards in
their work.. [whilst]....non discriminatory practices [must be] actively promoted....[and 
Clinical Psychologists must be]... committed to providing clinical services that are 
seen to positively value our clients, and which treat them with dignity and respect (pg 
4, 5).... Clinical Psychologists have a duty to provide services which are ....non 
stigmatising and which enhance self efficacy, self worth and personal dignity (pg 
13)....Clinical Psychologists should only attempt to intervene against the express wish
of a client after the gravest consideration (pg 20) [Clinical psychologists must also]
pay particular attention to therapeutic process that may exacerbate imbalances of 
power; particularly when powerful aversive consequences are used (pg 9).
In addition the BPS Code of Conduct (2000) states that ‘[psychologists] shall hold the 
interest and welfare of those in receipt of their services to be paramount at all times’ 
(Pg2).
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The question is -  will it be possible as a profession to uphold these values under the 
new bill, which is already being queried as breaching the human rights act (BPS Press 
Office, 2001; May et al, 2003), for example by placing restrictions on service users in 
the community then ‘forcing’ them to accept medication (May et al, 2003, Newman 
2002).
Can we as a profession promise to work to the highest ethical standards for our 
clients, as set out above, whilst taking away their freedom? Are we in danger of 
abusing our power as professionals if we do not acknowledge and address the 
potential of service users feeling that they have to agree and accept our 
recommendations for restrictions? (Lucas, 2003). Can we accept that by using 
undoubtedly stigmatising methods within our new roles we will be increasing the 
stigma faced by service users? (Cooke et al, 2001, 2002b) and reinforcing the myth 
of the dangerous mental health patient? (Iqbal, 2000). Under the current act the 
ethics of psychiatry applying compulsory powers whilst acting in the best interests of 
the patient has been questioned (Mason & Jennings, 1997 cited in Ross, 2003) and 
recognised as a source of conflict (Kingdon et al, 2004). There are also ethical 
problems in carrying out psychological interventions when a person is subject to 
compulsory powers (BPS, 1999). Lastly, as scientist practitioners we will also be 
agreeing to take on permanent roles where we have yet no evidence base for its 
effectiveness -  so what if it proves to be very disadvantageous for our service users?
Professional role changes and organisational planning.
There are a number of implications of the draft bill which may led to an increase in 
the numbers of people detained e.g. The wider definition of mental disorder means 
that many more people may be included under the definition and as a result, eligible 
for detention (Ross 2003); the introduction of CTO’s making it possible for more 
people detained as the decision is not restricted to being detained in hospital (Cooke, 
2001; Ross 2003); the change in criteria to use compulsory powers for management 
of behaviours if it is in the best interest of public protection creating an emphasis on
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risk and risk assessment (Cooke, 2001; Holmes, 2001) within the bill. As a result of 
these changes, there is the potential for the current role of psychologists to change to 
move away from our current job requirements (Walton, 2000) to an over-emphasis on 
assessing and supervising people detained under the act, as the increase numbers of 
those detained will require. As we are already a limited profession in our numbers 
(Holmes, 2001) this may also produce a pressure upon the psychology profession to 
recruit and train, supervise and support (Kinderman, 2005a, 2003) many more 
Clinical Psychologists to meet the potential demand of the new act (Crawford et al 
2000). There may even be a need for a complete change in the professions career 
structure, for example, as proposed by Kinderman, (2005b). This issues will clearly 
impact on those involved in the professions management.
Issues and dilemmas for Clinical Psychologists
Clinical Psychologists should take care when considering whether to accept the new 
responsibilities outlines in the new legislation. There are a number of issues and 
dilemmas that should be explored which will be outlines here:
Professional relationships
The potential changes in our professional power has already been discussed earlier 
in this essay. However the impact of this on our relationships with other professionals 
should not be underestimated and may need to be addressed (Kinderman, 2003), 
particularly with psychiatrists and ASW’s, whose roles we will be imposing on. Some 
fear that relationships will significantly alter to the benefit of no-one (Roberts, 2005). 
We need to consider: how we will manage differences in opinion surrounding 
compulsion; how to diplomatically enforce our new responsibilities and place in 
decision-making if placed in situations when psychiatrist or ASW’s continue to act out 
their current dominance over our roles; how we will diplomatically manage our 
preference over psychological approaches as opposed to medically-based
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interventions when we have ‘control’ of the care plan as supervisor; and how we will 
present our feelings about the new roles and processes in the presence of other 
colleagues.
Personal Impact of the work
The personal impact of taking on these new roles should not be underestimated. How 
will we feel taking responsibility for placing a service user under the restrictions of the 
act if it compromises our ethical values? (Pettifor, (1998) in Cooke et al, 2002b) How 
we will feel switching between our ‘different hats’ throughout our working day -  from 
therapist to ‘jailor’, enforcing social control? (Cooke, et al, 2002b). In our thinking 
around this issue we can learn from the current responses of psychiatrists and ASW 
to their current roles. Szasz (2003) reports on psychiatrists’ incompatible roles as 
double agents. Diamond (2002) conducted a straw poll of the colleagues where he 
worked, and found that they would not choose to be involved in their roles under the 
MHA. Newnes (2004) wonders whether ‘the fact that British psychiatrists are all too 
happy to pass these responsibilities over [should have] alerted anyone to the 
possibility that this is a ‘poisoned chalice’. Evans (et al, 2004) researched the impact 
of current duties on ASW’s and found that they did many hours on duty, felt 
unsupported, had high levels of exhaustion and that extension of these duties for 
other professionals would increase those professionals level of stress, burnout and 
dissatisfaction with consequences for staff recruitment and retention. In addition 
Holmes (2001) reported on his colleagues (a social worker and psychiatrist) on their 
roles within the current act. The Consultant Psychiatrist stated that:
....I always have two hats on -  the ‘how can I help you’ hat and the ‘how can I 
protect the community from you’ hat....sectioning is emotionally damaging ..to 
me... I would give anything not to do it (pg 5).
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The Social Worker stated that:
You will become part of the system, and end up doing the work of the 
system.... You will have less and less time to help people or do community 
work....ambulances won’t come, policemen won’t come even when there are 
violent people in the house...you will go into frightening neighbourhoods and 
meet people who you have never met before who might have long histories of 
violence, knives or guns, or on drugs...do psychologists know what it is like to 
do this kind of work? (pg 4)
Time demands
The new roles for psychologists within the proposed MHA reforms may demand a 
great deal of time from psychologists involved with the legislation (Cohen, 2001). The 
process currently is time consuming, e.g. up to 2 days can be required to organise a 
person being ‘sectioned’, it requires being on call 24-hours a day and ‘all of your time 
gets taken up with operating the act’ (pg 4) (Social Worker, Holmes 2001). It is 
anticipated that the new act may be a lengthier process (White et al, 2003) involving 
more reports and admin with a 24-hour rota on-call system (Holmes, 2001) and more 
involvement with tribunals. Clinical Psychologists already have huge demands on 
their time (Holmes, 2001; Roberts, 2005) and can feel overburdened (Chisholm, 
2005), with full schedules of assessment and formulation, interventions, consultancy 
and supervision. The question is where will psychologists find time to take part in the 
act itself?- and would there be pressure to prioritise the MHA work over current 
clinical psychologist duties? If so, does this suggest that part of our work is somehow 
dispensable? According to Holmes (2001) there is increasing pressure on mental 
health professionals to assess rather than intervene - we would be best sticking to 
what we do best, working collaboratively with service users
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Relationships with Service Users
One of the most potentially troubling aspects of the new reforms is the impact they 
will have on the relationship between psychologist and service user. Developing trust 
and engaging the service-user in a positive therapeutic alliance is vital for the 
effectiveness of therapy (Black 2002; Holmes -  2001; Roth et al 1996). Therefore it 
is essential to consider how the proposed new roles will effect relationships. One 
specific example may be considering psychological interventions with psychosis that 
aims to work within the service users delusional system, advocating that ‘psychosis is 
a meaningful and valid psychological expression’ (pg 183, May et al, 2003). How 
could we work in this collaborative understanding way with service users experiencing 
psychosis, whilst at the same time placing them under restrictions of the act and by 
doing so sending a clear message that we do not believe or value their experiences?
In addition by reviewing personal accounts from service users affected by the current 
legislation, and professionals, the response is not positive e.g.
..People find psychiatric treatment frightening and damaging. The prospect of 
coercion is terrifying and the social stigma of detention under the mental 
health act is shameful and degrading....people in distress should be able to 
trust psychologists, but they will not be able to trust someone who they believe 
may ‘section’ them. Certainly as a result of my experiences I will never trust 
another psychiatrist or mental health nurse again (pg 624 Hartley 2001).
[The Clinical Supervisor role]..would jeopardize and...damage...any future 
therapeutic relationship by placing a cloud of suspicion and mistrust over the 
client and clinical psychologist...[we should] act proactively to protect the 
therapeutic alliances fpg 9, Diamond, 2002).
In addition Tilley and Chambers (2005) investigated ASW’s views of the impact of 
using the MHA on their relationships with service users. They found that just over half
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surveyed felt that use of the MHA impacted on their relationships, and that whilst 
some relationships were made stronger, some were damaged beyond repair.
What would I decide?
In this essay it has not been possible to discuss all the issues that surround this bill 
and so this essay should not be considered an all encompassing review. However I 
have highlighted the issues that I felt were important which may help me in making 
my decision on whether I would wish to be involved in the new proposals.
At the beginning of my research I was sure that I would oppose psychologist’s 
involvement in this act, mainly because of the damage I could foresee affecting my 
relationships with service users, something which I view as essential in my work. 
However the more I have read on the subject I have found myself stopped short by 
some of the thoughts presented in the literature, e.g:
Why should we expect our hard working and equally principled colleagues in 
other disciplines to soil their hands with the more unsavoury aspects of work 
with clients with mental health problems, while we stand on the sidelines 
remaining pure and criticising their efforts? Don’t  our clients and colleagues 
have the right to expect more of us and shouldn’t we expect more of ourselves 
(Taylor, eta/, 2003)
Additionally, ‘if mental health law exists it exists for all of us. We cannot opt out and 
climb some moral high ground... We are all implicated’ (pg 6, Pilgrim, 2005)
However: 'no service user groups have campaigned for psychologists to be involved in 
compulsory powers’ (pg 1, Holmes 2001).
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Thoughts such as these have helped me to reflect on the decisions and judgements 
psychology is currently undertaking. Do we have the right to take a superior higher 
ground? - through not being involved, and leaving our colleagues in other 
professionals to deal with the negativity. It is clearly something they would not wish 
for if they had the chance.
I also think it is encouraging to believe that psychology could become more influential 
in guiding service user care, care plans and, possibly, services. As a trainee 
psychologist I have often felt a sense of powerlessness within MDT’s, and observed 
my fellow psychologists in a similar situation. This has been a difficult experience for 
me as I have had previous experience of working in an MDT where psychology was 
much more influential and placed more at the heart of service user care and my 
colleagues thinking. I am also encouraged by a letter in Clinical Psychology by 
Chisholm (2005), who commented on research on group processes, which 
emphasises how a minority subgroup working within a larger group can consistently 
work on an alternative approach or way of thinking, and can impact and make 
gradual changes to norms and ideals held by that larger group. This is found to be 
more effective than working from the outside in (Nemeth, (1979) cited in Chisholm,
2005).
As a trainee psychologist I will probably be in a position to observe the 
implementation of the proposed legislation before it requires my direct involvement. I 
don’t relish the potential impact on my therapist-ciient relationships, or the 
effectiveness of my interventions, or the time-consuming element to the work. 
However I do think that from the ‘inside’ I can work to make a difference: with my 
clients, by developing psychologically thoughtful and collaborative care plans, and by 
being able to influence not only the implementation of compulsory powers, but also 
the decision not to use the powers; and within services amongst my colleagues by 
encouraging psychologically-minded discussions, alongside evidence-based and 
reflective practice.
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Conclusions
The new mental health bill proposals recognise and emphasise the role clinical 
psychology can play in enforcing mental health legislation, providing key roles for 
psychologists as AMHP and clinical supervisors. As a result the clinical psychology 
profession is potentially on the edge of a dramatic shift in its whole existence with 
many changes possible. A small number of the profession have reacted strongly to 
the reforms, with a noticeable split in opinions on the reforms. There are a number of 
advantages and disadvantages; issues and dilemmas, as discussed in this essay. 
Currently I have many reservations about the future of clinical psychology under the 
new proposals. Yet I feel that we should be strong enough to take our place within 
mental health legislation alongside our other professional colleagues, accepting the 
difficulties this will bring, whilst focusing on the potential to move forward as a 
profession and impact change in new ways from within the system.
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On the second day of training to become a clinical psychologist we were introduced to 
the concept of problem based learning (PBL). My memories of this was feeling lost 
and inadequate, with only a vague understanding of what would be happening over 
the next few weeks or what we were supposed to be doing. Writing this now I wonder 
if this is how our clients feel when they embark on psychological therapy? Our feeling 
that the tutors are all knowing and may be judging us as their new trainees; our sense 
of not really understanding what the next few weeks involves, or what this ‘PBL’ is....I 
wonder if this is similar to how our clients feel when they meet a therapist - they may 
see therapists as ‘all-knowing’, or as judging them; not really understanding what this 
‘CBT’ is, (but feeling that they should), and having a general sense of not really 
knowing what will happen in therapy. From my experience of PBL, I am starting to 
appreciate what an overwhelming experience this may be.
The topic of the PBL was “The Relationship to Change". Looking back at my reflective 
journal I see that this was an abstract topic for me and I took time to find anything 
more concrete to grasp on to. Considering the title now, I realise I immediately think 
about my clients: about therapist-client relationships and the change that occurs 
within therapy, ourselves and our clients. About how pivotal change is in the work we 
do. Back at the beginning of training, this was not apparent. What was apparent, was 
our need to make it all make sense. We seemed to do this quickly by grasping hold of 
what we knew as a group. We focused on change as the processes we, as trainees 
were going through, and highlighted our feelings -  mostly anxieties -around that. We 
then put these feelings into an anxious fictional client, Betty, and made our 
presentation centre around therapy for Betty. Maybe we felt that therapy, after all, 
was what we were training to do. Having come to this decision we could then draw on 
the group’s expertise, particularly knowledge of Cognitive Behavioural Therapy (CBT) 
and Gestalt therapy. And suddenly this abstract confusing exercise had a more 
concrete focus, and our anxieties reduced. Considering our clients once again, I have 
noticed a similar sense of anxieties being reduced when they are able to make sense, 
in a more concrete way, of ‘psychological therapy’, for example goal-setting, 
homework tasks or understanding the cognitive-feelings-behaviour links for
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understanding their difficulties. The less abstract, the less anxious they seem to feel.
I have one client currently who has had no experience of psychological therapy and 
whose anxieties have been greatly reduced when we agreed to discuss at the end of 
each session what we would do in the coming session. Considering this now, I also 
wonder if this is why trainees initially latch on to the ideas of CBT more readily 
perhaps than other therapies, as it can provide that clear structure, with step by step 
formulas, goals and agendas, that enables us as trainees to feel more confident and 
mask our anxieties.
The group process in developing our presentation ran fairly smoothly. I feel we 
bonded quickly as a group and were very protective over our presentation. My own 
experience of being part of the group was varied. I was excited about the progression 
of our presentation and the innovative ideas developed, however in my reflections I 
found myself noting my own strengths and weakness in comparison to other 
members of the group, for example in my criticism to myself to develop more creative 
ideas. This was a useful period of self-reflection for me. I also found myself, at times, 
feeling frustrated with elements of the work, particularly if parts of the presentation 
were developed in ways I would have done differently. I found myself analysing my 
feelings on this, to decide whether or not to voice my opinions, to decide whether it 
was advantageous to the group to suggest alternatives, or whether it was my 
tendency for leadership or perfectionism that was influencing my thoughts. I have 
always found it more difficult to work alongside peers of the same profession than 
with people from different professions such as in an MDT (multi-disciplinary team), 
because of the clearer boundaries of roles, knowledge, training and hierarchy found 
within an MDT. However within the group I felt pleased that I was assertive and 
voiced my opinions when I felt it was important, but also that I felt able to let some 
things go. What I also found interesting, was that after the presentation, when we 
discussed the group process, some group members also talked about similar feelings 
like mine, whilst some members reported feeling no such frustrations at all, which 
was a surprise to me. This was a great learning experience, and I have taken this 
experience and self-reflection into my clinical teamwork.
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One aspect of working within an MDT that was similar to the PBL exercise was in the 
way members of the group perceived and understood Betty. Within an MDT I have 
seen how each professional will view a client in a slightly different way, depending on 
their knowledge, training, responsibilities and the role they could undertake with that 
client. These priorities influence the information they focus on and the actions they 
take when working with the client. This was also apparent amongst group members. 
As I was responsible for researching the ‘model of change’, my priorities with Betty 
was looking at aspects of her which associated with models of change, however as a 
gestalt therapist another member was focused on aspects of Betty which met with 
this theory, likewise with the members focusing on CBT. What mostly struck me 
about this was the way I felt Betty was altered to fit our models and theories, rather 
than finding theories and models which adequately represented Betty and her 
experiences. This raises, for me, a number of issues which I would like to reflect on. 
1) the practice of fitting patients to a model/theory -  does this happen and am I 
guilty of it? 2) the likelihood of models/theories ‘fitting patients’ perfectly and 3) what 
influences our choice of models/theories? Lastly, does the model or theories that we 
choose to use affect the ‘relationship to change’?
1) Firstly, when I began my clinical work, I became more aware of the different 
models and theories I could use to influence my work and understand clients’ 
experiences. I currently have two supervisors, one who has a clear CBT orientation, 
and one who is more eclectic, drawing on systemic approaches, schema focused 
therapies, attachment and narrative theories. Through my client work and supervision 
I began to guide my formulations of clients on some of these theories and models, for 
example: Salkovskis’ (1985) CBT model for Obsessive Compulsive Disorder (OCD). 
What I have become aware of is the dangers of ‘fitting’ a patient into a model. For 
example, when I was formulating a client according to the OCD model, I felt a 
tendency to guide my questions in the next session to collect information that may fit 
with the aspect of the model that I felt was missing in my formulation. I do feel there
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is some benefit to using models in this way to guide my work, as long as there is a 
good evidence-base to support them. However I also felt uncomfortable that if I was 
letting models guide my work in this way then maybe I was missing information, or 
prioritising information depending on what fit the model.
2) Is there such a thing as a perfect fit to a model or theory? The role of the scientist 
practitioner requires partly that we base our clinical work on well researched theories 
and models, and that we continue to develop research to inform clinical work. Very 
often research has been carried out in scientific studies such as RCT’s (randomised 
controlled studies), where participants have been screened to remove people with 
additional disorders so that the researchers can study one disorder alone i.e. 
depression. However the clients in the community setting I am in, often present with 
very complex difficulties, such as depression, with psychotic features, self harm 
behaviours and so forth. Therefore it is difficult to encapsulate a complex case within 
one ‘pure’ scientifically developed model or theory.
3) Who or what influences our choice of models when working with clients? In the 
PBL group, our current knowledge influenced what models we chose. We did not 
consider what Betty was best suited for. When I see a client on placement, the use of 
models/ theories I use is guided by my supervisor’s knowledge and theoretical 
approach. The influence of this choice on how I understand a client or present them 
to my colleagues, makes a difference. Whether I focus on client narratives, or early 
schemas, or CBT vicious circles, alters how the client is perceived and understood by 
myself and others. My choices are also influenced by the teaching I have been given 
so far on the course. The course focuses on CBT, Systemic and Psychodynamic 
approaches, with a general CBT emphasis. It makes me wonder how my development 
as a practitioner, influenced by the course and my placement supervisors will inform 
my choices in using models/ theories. And how well this will prepare me to 
understand and assist my clients, and provide opportunities for change.
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This leads me on to my final point, how the models or theories we choose to guide us 
affect the ‘relationship to change’ amongst our clients. I think this is quite important. 
In the group PBL exercise, we chose the assimilation model (Stiles, Elliot, Llewiyn, 
Firth-Cozens, Margison, Sharpiro, & Hardy, 1990), to understand the process of 
change for Betty. One crucial critique of this model is that it failed to highlight the 
importance of the therapeutic relationship within therapy (Clarke, Rees & Hardy, 
2004). Using the model, Betty progressed through the change process within therapy, 
but without consideration of the relationship between Betty and her therapist. Since 
my placement work begun, I have seen the importance of this relationship. There are 
many issues that may impact on the client-therapist relationship -e.g. age, social 
class, gender or my role as trainee. These may impact on how much change may 
occur for the client, depending on the ability or willingness to engage with me as 
therapist, and for me to engage with them.
The ability of the client to engage with the therapeutic approach, or models used, 
could also affect change. In our presentation, Betty attended Gestalt therapy and 
CBT. We did not consider how Betty may have felt about working with these therapies. 
Betty may have engaged well with Gestalt approaches such as the symbolic depiction 
of her family using shells, yet may have disliked the collaborative highly structured 
CBT approach -  or vice versa. Her feelings about this may have resulted in Betty 
disengaging or being unable to connect with therapy and therapist enough to be able 
to work toward change. Reflecting on this I wonder if some of my clients opportunity 
to change will be restricted if they are unable to engage with my particular 
therapeutic approach(es).
Change is a vital aspect of our work. When I began my training, change was an 
abstract concept. Since beginning my placement, I’ve seen how important change is. I 
see change in terms of my own (past, present and future) changes: personal, 
academic and professional. I see change in terms of my clients, what they want to 
change, if they are ready or unwilling to change, and how this impacts on their life. I 
see change in the services I am working in and how this affects people within the
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teams I am in. I have begun to learn that the relationship people have to change 
appears vital in order for change to take place.
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Child Protection, Domestic Violence, Parenting and Learning Disabilities these
were the primary issues that we were faced with as we considered our Problem 
Based Learning (PBL) assignment. As a second year trainee, just beginning a 
placement within child and family services, the task felt slightly overwhelming. For 
me, this was a whole new area of practice, from both an academic perspective as 
well as a clinical one. I was faced with the realisation that I had limited knowledge to 
approach this assignment with. This highlighted how much important information I 
may need to learn to be capable within my placement work. I think that it is very 
possible for professionals to feel just as overwhelmed when presented with cases 
filled with complexities such as this one. I have found it helpful to reflect on how we, 
as a group responded to this overwhelming complex task, as well as how I have 
responded on placement when faced with feeling overwhelmed with a piece of work. I 
will aim to reflect these issues within this account.
Firstly, I would like to go back to the beginning. The assignment began when, within 
our small group of 5, we were given some information presenting a family situation 
and some prompt questions to begin our thinking. The family consisted of Mr and Mrs 
Stride, and their twin girls, aged 3. Some key information included: Mr and Mrs Stride 
both appeared to have a learning disability and could not read or write English; there 
had been some domestic violence from Mr Stride toward Mrs Stride, witnessed by the 
children; the family lived in ‘deep poverty’; Mr Stride’s family were very supportive; 
Mrs Stride had 2 children living with separate adoptive families. There was a large 
professional network involved with the family, made up of some 13 professionals or 
services. The ‘Problem’, as outlined, was that the twins were currently in short term 
foster care following a child protection case conference where they were placed 
under categories of emotional abuse and neglect. The Children’s Guardian had 
requested a full risk assessment from the Clinical Psychologist (us). The Local 
Authority wanted the twins to be adopted ‘before it is too late’, however Mr and Mrs 
Stride would very much like their children to stay living with them. The ‘problem’
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ended with the question -  “whose problem is it? Why?" This, along with some prompt 
questions was our starting point for our PBL work.
On reflection now the question ‘whose problem is it’ is one I have encountered within 
my placement. It is something to think about when a multi-disciplinary team (MDT) 
considers which professional is best to assess or intervene in a case, or whether 
another service is more appropriate. It is something to think about when a child or 
family presents with a ‘problem’ that has been deeply rooted verbally within a child: 
e.g. ‘a problem child’, a child with a problem’. From a narrative perspective (e.g. 
www.narrativeapproaches.com), I have found techniques of externalising problems 
(e.g. White 1989/9), so that they exist outside of a child more helpful. In this way, the 
problem can be something that child and family can tackle creatively together.
However, within our small group, at the beginning of our second year placement 
experiences, the question ‘whose problem is it’, was a confusing one, which felt like a 
vague place to start a piece of work from. However from my placement experiences it 
has been common to receive a referral which has little information for you to start 
your thinking and assessment from. Within the group we discussed and brainstormed 
ideas, questions and possible approaches to the PBL task. As a group we had worked 
together before so we were able to begin to form our work and ideas fairly easily as 
we had some understandings from our previous experience about how we could work 
together.
It was soon obvious that we had a lot of questions and needed to find out a lot of 
information to help us decide how to take things further with the task, and so we 
were able to divide up the areas we needed to research between us. One aspect of 
the task that struck us early on, was the limited amount of time we had to research, 
come to an understanding about the task, and create a presentation. Whether 
intentional or not I think this aptly reflected the trainee experience, where placement 
time is limited. The lack of time was also reflected in the case study e.g. the local 
authority were suggesting an urgency in placing the twins for adoption ‘before it was
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too late’. In my general work with children I have a sense of urgency for things to 
happen straight away e.g. for children to be seen quickly, for meetings to take place, 
and changes to occur e.g. before there is some impact on child development; before 
the child starts, changes or misses school, before the family reaches crisis point, and 
so forth. However I have had to adjust to the pace of the other professionals in my 
team, who did not appear to have the same sense of urgency as myself due to their 
experience within this field of work.
However, as we brainstormed ideas for how to tackle and present the PBL task, we 
considered the idea of creating a presentation which would replicate a MDT reflective 
group case discussion group. The idea behind this was that there were so many 
questions and thoughts that the piece of work raised, that it might be interesting to 
be able to show these thought processes within a presentation, to demonstrate the 
complexities involved in such a case, and, hopefully encourage the benefits of 
reflection in such cases. The idea for this came from some work that I had completed 
on a previous placement where reflective case discussion groups played a useful part 
in thinking about the particular cases the team were working with. Subsequently, 
since carrying out this PBL task, I have also come to be involved in a similar case 
discussion group on my child and family placement, where space and time is made 
on a weekly basis for complex issues to be discussed within the MDT. This has 
continued to reinforce my understanding of the usefulness of this type of reflective 
practice, such as reflection in action as described by Lavender (2003). Other fields, 
such as social work encourages the use of reflection in the field of child protection 
(Buckley, 2000), by promoting ‘reflective multi-agency child care practice’ (pg 253) 
(Jones & Gallop, 2003). However within our group although we attempted to explore 
this idea, it became apparent that the idea, when presented, was not fully understood 
by other members. This was curious to me, and perhaps informative, to see that 
these types of reflective groups did not seem to be happening amongst placements. 
Certainly within my group no-one else had experienced reflective practice groups- 
highlighting perhaps a lack of thoughtful reflective practice in current clinical work? It 
left me wondering if there is an emphasis on ‘doing’ rather than taking the time to
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think through decision making and subsequent actions first? Particularly when a 
sense of urgency is present. The resulting discussions within our group evolved into a 
decision to devise a presentation in a court setting acting out child protection 
proceedings. Each group member would take on the role of expert witnesses on the 
various issues involved in this PBL task. This was a large step away from our original 
idea of a reflective group. This left me wondering, why was this? Why did we shy away 
from allowing ourselves to say, ‘okay we don’t know all the answers, but there are so 
many things to consider here, its worth taking the time to think about them’. I wonder 
if we felt uncomfortable with the feeling that we did not know what to do in this case, 
that we felt the need to show that we knew something, to find out facts, or theory and 
to purely present information (as we did in the court setting). Perhaps this had to do 
with our assumptions about our own ability at our stage of training? Does our training 
encourage us to cope with not knowing and to value the reflective process? Ideally we 
should feel its okay to be overwhelmed with a case and to take time to reflect while 
utilising the support, and experience of the MDT.
Once we had decided our presentation focus, we worked well as a group to bring the 
presentation together, each of us working within the time limits on our separate 
areas of ‘expertise’. As we had worked together before we were confident of the work 
that we could produce and have faith in each others ability to produce good quality 
work. However what struck me most about our approach was the way we worked 
very individually, collecting our evidence, deciding on assessments and summing up 
our ideas for intervention and outcome. At the time I thought that the approach 
served a purpose of being less time consuming for each group member. Yet I felt 
there was potential for the work to overlap e.g. different professionals could collect 
the same assessment information or reach different conclusions. Thinking back I 
wondered whether this approach would be taken with the team I would be working. 
From my experience now, I have found a mixed picture of how teams work. Generally I 
have felt that the MDT have worked together well, with lots of collaboration, and MDT 
discussions, although I have at times been frustrated with a lack of collaboration 
between professionals. At the level of child protection, I have been aware of the large
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number of services and professionals involved in cases and from discussions with 
team members have seen their frustrations when information hasn’t been shared. 
However I am also aware that the new developments of the Common Assessment 
Framework (http://www.everychildmatters.gov.uk/ deliveringservices/caf/) is 
aimed to increase the joint working and reduce the multiple assessments that a child 
and family may have to go through.
Within our group we reached the conclusion that the twins should stay with Mr and 
Mrs Stride. At the end of our presentation a vote was taken of all the trainees present 
to see who would vote for the children to stay with the parents, or to be removed for 
adoption. With everyone hearing the same presentations, and therefore the same 
information, there were still some differences in opinion about whether the twins 
should stay with their parents. To me this highlights that there are other influences 
impacting on the decision making process -such as our own personal beliefs and 
attitudes. In the case of Mr and Mrs Stride, the issues of domestic violence, parents 
with learning disabilities, removing children from their families, are all contentious 
issues which we may all have preconceived beliefs about. We did not have the 
chance to explore the reasons for people’s beliefs in full at the presentation, but I feel 
that I have experienced this as a useful learning opportunity, to ensure that I take 
time to reflect on my attitudes and beliefs in these, and other clinically relevant 
areas, to develop me own sense of awareness of how my beliefs and attitudes may 
impact on my decision making process as a clinician.
Overall, this PBL exercise was thought provoking, hugely enriching from a theory 
based, fact finding exercise, and a positive learning experience. On a number of 
levels I felt it reflected the work of the teams I have since worked within, in both the 
process and content of the work. On reflection I have been able to appreciate the 
strengths and weaknesses of the work that we carried out as a group, and also within 
the MDT, particularly highlighting for me the important role of reflection to help guide 
our thoughtful thinking about the complexities of the issues surrounding the people 
we see, which I think is no more than the users of our services deserve.
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The final year of Clinical Psychology training began with a new (and final) Problem 
Based Learning (PBL) exercise. Within our case discussion groups (CDG’S) we were 
presented with information about the Kahn family and provided with some prompt 
questions to consider. This was an interesting PBL exercise that differed in some 
ways from previous exercises. In this reflective account I will consider the PBL 
experience in contrast to previous exercises, alongside reflecting on: the group 
processes; individual roles and group management of the PBL; the presentation; and 
the links with clinical practice presently, in the future and throughout the course.
The Problem
I should begin though, by introducing the Kahn family, and ‘the problem’. Mr Kahn is 
a 72-year-old man from Pakistan who had brought his family to the UK in the 1960’s. 
His wife had recently died of cancer; he had disowned his youngest daughter Maya 
after she married a European; his eldest daughter Shazia had had an arranged 
marriage and now lived in Pakistan; and he was estranged from the Muslim 
community after falling out with them following his wife’s death. The ‘problem’ as 
reported to us, revolved around Mr Kahn, whom was reported to be neglecting 
himself and experiencing a deterioration in physical health and shortterm memory.
Our initial response
When we were first presented with ‘the problem’, we spent time in our CDG exploring 
our thoughts and views about it with our facilitator who was working within a systemic 
framework. Initially we spoke about what thoughts we had about the information 
presented and reflected on our own knowledge, beliefs and potential stereotypes of 
the Muslim religion and Pakistani culture. We reflected on our own experiences and 
how they might impact on our attitudes toward this PBL. Personally I have a close 
family experience of the situation that the youngest daughter Maya was in and I was 
aware that I needed to monitor my feelings and beliefs about this. As a group we were 
also aware of the limitations of our knowledge in this area and we highlighted our
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fears of reinforcing stereotypes. We agreed we needed to increase our knowledge 
within this area. We also reflected on the nature of ‘the problem’ considering 
hypotheses of old age, dementia, depression and bereavement. Within the CDG the 
group also enacted a role play with each group member taking a role in the family to 
see what issues arose. I was not present for this, but I thought that it was a useful 
way of exploring the concerns and thoughts of each family member and to help see 
‘the ‘problem’ more systemically rather than being purely focused on Mr Kahn.
Group roles and process
There was not specific allocation of roles with this PBL as with other exercises (where 
we have had a scribe and a chair person). Myself and another group member 
undertook informal roles of monitoring the time remaining and initiating organising 
meetings. Other group members volunteered for different tasks as the PBL 
progressed. Within the group process, several group members took on a 
maintenance role of ‘joking’ (using humour to relieve tension), and ‘supporting’ 
(supporting another person’s opinion in the group to help move the task forward). In 
addition I think I took on task-oriented roles of ‘clarifying’ (bringing ideas from the 
vague to the clear), and ‘summarising’ (pulling ideas together to give sense of 
achieving something) (Grantham, 2000, personal communication). Group processes 
are something I have been encouraged to think about in depth on my current 
placement and to explicitly draw upon when working on a group programme. I was 
able to bring my theoretical knowledge of group process developed through the 
course and the PBL’s to my placement work, and also to reflect on my experience - of 
a trainee within the course being part of a group (of trainees) and compare this to 
how the group members on my placement may feel when I presented group content 
and activities to them. I think I was able to use this knowledge to understand better 
what was happening in the groups and to adapt my methods, as well as using this to 
discuss in supervision.
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Group Management of the PBL
Moving on from the initial reflections about the Kahn family we quickly met as a 
group to formulate a plan of action, the emphasis being on producing a PBL 
presentation. We reflected that our time and personal recourses were limited within 
the context of course demands and personal commitments. We discussed some 
ideas for the presentation, including holding the presentation as a Reflective Practice 
Group, discussing the issues around ‘the problem’, as we had done in our initial 
meetings. However, the idea for our presentation, to take a narrative approach4, (e.g. 
see Morgan, 2000), was developed by discussion between two of the group 
members, and was quickly agreed upon by the other members. Narrative therapy was 
something I had developed my knowledge of from my child and adolescent 
placement and so I felt confident in using the approach, and thought that it would 
provided us with a novel presentation. We then quickly set out an idea for a 
presentation -  for each member to take a hypothesis e.g. dementia, depression, old 
age or bereavement/grief, and externalise it, provide it with a character of its own 
and produce a monologue about how it was part of Mr Kahn’s life. At this point we 
allocated our individual tasks and went away to complete our separate work. We then 
communicated by email and then organised a meeting in the week prior to the PBL to 
bring together our separate monologues and run through our presentation. At this 
stage we developed the idea of having the presentation as a murder mystery style 
investigation with one member taking the role of detective and bringing all the 
‘suspects’ together in one room to interview them about their role with Mr Kahn. 
Following this we met again at the PBL presentations to deliver our work.
4 A  narrative approach involves taking a respectful, non-blaming approach which centres around 
conversations and stories that people tell about their lives. A  key tool in narrative therapy is externalising 
which is a technique where the ‘problem’ is named. This technique helps to place the problem outside of the 
person i.e. ‘external to them’. This helps the person, therapist and the people around the person to join 
together to face ‘the problem’ and think of ways of tackling it by drawing on the person’s own strengths and 
resources (Morgan, 2000).
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Reflections on the group management
My initial idea for the PBL presentation was for the reflective practice group. I think 
that my experience of reflective practice groups on placement meant that I was able 
to conceptualize how this would work in a presentation and envision the benefits of 
demonstrating this kind of work. However as my fellow group members had not had 
this experience clinically I am not sure whether they were able to conceptualise it in 
the same way. Some members of the group also preferred to develop a more 
dramatic presentation. The group differed in levels of extroversion and theatrical 
tendencies which meant that some group members preferred to develop a much 
more theatrical presentation than I was sometimes confident to take on. We also 
used humour within the group throughout the PBL exercises and balancing the 
seriousness of the task and the subject matter with a humorous approach has always 
been a matter of debate within the group. The theatrical and humorous elements 
debates meant that there were minor tensions when reaching decisions about the 
style of the PBL presentation. As a group we were comfortable with each other 
enough to have honest debates, so this was managed well by stating our feelings and 
opinions and reaching a consensus. Within the group there were also different time 
constraints in terms of the workload and personal commitments of the group 
members that meant that the PBL was given different levels of priority within the 
group, which also created minor tensions at times.
On reflection I could draw very real links between these experience and my 
placement experiences with joint working in the NHS. At the same time as I was 
managing the PBL exercise I was working with a clinical psychologist and a speech 
and language therapist on a group programme for day-patients with a brain injury. I 
was also working with an Occupational Therapist in preparing a joint presentation to 
carers of people with a brain injury. In both these tasks there were continued 
tensions present between the time available to prepare and between the different 
views on how the work should be carried out. At times this was a stressful experience 
which involved managing the feeling of not being completely prepared for the work,
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but holding on to the fact that you were doing your best with the time available with 
the pressures of NHS. My current placement is particularly influenced by time 
pressures where the work is very fast paced, goal-orientated and staff are continually 
under pressure to complete work, write reports and discharge ‘patients’. One of the 
things that I have learned from my experiences on placement and during the PBL 
exercises is to focus on achieving the ‘end goal’ and to reflect on what issues it is 
important to ‘negotiate for’ with other colleagues and what it is less important to have 
carried out in the way that I had planned. These experiences have also taught me the 
importance of relinquishing control around personal ideas and being more open to 
other people’s ideas and ways of working, and focusing on achieving the goal within 
the time available rather than getting bogged down with little details.
Thinking about culture, ethnicity and older adults
The issues raised in this PBL were complex and when we started the PBL I noted that 
despite previous reflection about diversity issues I still felt uncertain about having a 
clear knowledge of the diversity issues in this area. However I found that my 
placement mirrored some of these issues as I worked with a young lady of Asian 
ethnicity who was Muslim, and an older adult who had suffered a stroke. In my work 
with the Asian lady, issues of her culture and religion were prominent as her and her 
family’s attitudes and beliefs were very traditional to her culture/religion and very 
different to my own. I found myself learning a great deal from her and felt challenged 
in managing my own feelings and thoughts about the influence of these diversity 
issues in her life, rehabilitation and decision-making. The work highlighted the 
importance of respecting therapy boundaries regarding what was possible within a 
persons’ culture/religion, and the difficulties of teasing apart ‘unchangeable’ aspects 
of behaviour in the context of a religion or culture and what was tied up with ‘the 
problem’ and individual/family/system responses to. the ‘problem’ that could be 
changeable. The PBL provided a useful basis for my work on placement. In working 
with the gentleman who had had a stroke I found that issues arose around
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depression in older adults, fears around death, health anxieties, physical disabilities, 
intergenerational issues and expectations and the tensions of fitting a ‘psychological 
model’ of working to ‘medical model’ expectations.
The PBL presentation
At the PBL presentations, we presented our narrative ‘drama’ and I feel that it came 
together successfully and within the time limit expected. The feedback from our 
presentation was positive with colleagues highlighting the powerfulness of the 
externalising monologues and the usefulness of seeing how externalising can be 
used in practice. We were also given feedback to think about including the voice of 
Mr Kahn in our presentation. I wondered if we could have developed a conversation 
with Mr Kahn and his family about how they might tackle the externalised ‘problem’ 
as is the next part of narrative therapy (Morgan 2000). I was pleased with my own 
presentation skills which I think was clear and confident, and my ability to calm pre­
presentation nerves using CBT anxiety management techniques (e.g. Wells, 1997) as 
required!
Overall the way group approached this task demonstrated how we have developed 
over training to work together effectively and successfully within time constraints; 
with respect for each others ideas and opinions; and with confidence in our abilities 
to produce information suitable for the presentation and to present it. On reflection I 
am proud of our achievements and positive about my abilities to carry out complex 
joint work effectively in the NHS in the future.
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Case Discussion Group Process Account 1 -  Summary
Year 1 
September 2005
_At the beginning of training, the concept of the case discussion group (CDG) was 
introduced to us5, as trainees. The premise was to create a space where trainees and 
a course team member/facilitator would meet regularly in small groups to discuss 
‘cases’ from our clinical placements. Expected focuses for the discussion was the 
therapeutic relationship, formulation, themes arising from the presentation, reflection 
on the personal impact of the clinical work on the trainee and reflection on the 
trainees personal and professional development (Surrey PsychD Programme, 
Guidelines for Markers, 2004). This process account reflects on the CDG I was a part 
of, considering these general expectations set out for the group, my own expectations 
for the group, and the reality of the experience. I explore my role and experience 
within the group and my perception of the roles of the other group members, and how 
these all impacted on the group process, including the possible perspectives of the 
other members of the group. I reflect on the journey the group took as it evolved and 
developed over the course of the year. Lastly throughout this account I reflect on the 
connections between the CDG and my clinical work, considering the influence this 
had on my personal and professional development. Overall I felt that the case 
discussion groups were a fantastic learning experience where I developed personally 
and professionally. I found reflecting on the group processes a useful experience that 
I aimed to apply to my future clinical work with both staff and clients.
5 This account is written in the first person to aid reflection.
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Case Discussion Group Process Account 2
Year 2 
July 2006
The Case Discussion groups (CDG) experience began in the first year of training. The 
CDG’s make a key contribution to trainee development. Case discussion groups aim 
to provide a ‘safer and more intimate space(s) within the academic programme 
where clinical practice could be reflected on’ (Surrey PsychD Programme CDG 
Guidelines for Markers, June 2005). The literature on group supervision in 
psychotherapy has demonstrated a number of benefits of this process for 
participants (Ogren & Jonsson, 2005). Moving into the second year meant that we 
continued with the same group of trainees in our CDG but with a new group 
facilitator. This process account explored my reflections of the CDG experience, 
taking a critical and reflective stance whilst considering: the cases presented, the 
theories drawn upon in the group, the group process, my role within the CDG and the 
experience and learning within the group as related to and transferred to clinical 
practice. Issues reflected on included: group expectations; the group use of humour; 
the varied content of group discussions; the limited discussion of positive examples 
of clinical work; the supportive nature of the group; the containing role of the 
facilitator; and reflections on my personal use of reflection. Overall the CDG 
experience enabled me to develop personally and professionally and was a positive 
experience.
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Volume 1
Clinical Dossier
This section of the portfolio contains summaries of the clinical 
case reports and summaries of the placement experiences 
gained during the three years of training. Full version of the 
clinical case reports and detailed log books for each clinical 
placement are presented in Volume 2 of the portfolio.
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Adult Mental Health Placement Case Report 1 
Cognitive Behavioural therapy with a 41 year old woman presenting with 
Obsessive Compulsive Disorder
Referral
Amy Martins, a 41-year-old, white British widower, was referred to the CMHT by her 
GP who requested Cognitive Behavioural Therapy (CBT) for low mood, anxiety and 
catastrophic thoughts about driving.
Presenting Problem
Amy reported experiencing obsessive-compulsive difficulties, particularly high levels 
of anxiety and intrusive thoughts when using the car, e.g. that she has harmed 
someone, causing her to check the route she had driven. Other anxieties included: 
repeatedly checking the garage was locked, behaviours around household activities, 
(e.g. checking switches are off, avoiding using the taps in the morning for fear of 
flooding, checking behaviours around using the telephone) and obsessional concerns 
that she had harmed somebody or ‘done something wrong’ . Amy’s mood was low 
and she reported physiological anxiety symptoms.
Assessment
The assessment process was guided by a CBT framework (Salkovskis & Kirk, 1989).
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Sources of information used for the assessment
a) One to one assessment sessions
b) Client’s file notes and previous reports
c) Standardised questionnaire measures
d) Subjective measures -  diary records
Background Information
Amy grew up in the South with her family. She was “always anxious” and taught to 
‘never do anything wrong’.
Amy got married aged 21. Early into the marriage Amy was diagnosed with poly-cystic 
ovaries -  Amy described that ‘she was the problem’.
Around this time Amy reported her OCD began. However her difficulties were 
manageable with her husband’s support. They attempted IVF for several years but 
were unsuccessful. Then Amy’s husband died suddenly from an alcohol related 
illness. Amy felt guilty about his death, as it was alcohol related and she felt she 
should have been able to prevent it.
Assessment scores
Amy’s scores on the standardised assessment measures indicated a mild-moderate 
level of depression, mild anxiety levels, high frequency and moderate distress over 
her OCD symptoms and a high level of responsibility beliefs. These results were 
consistent of those expected of a person with OCD.
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Formulation
Amy’s formulation integrated into the schematic model of OCD with its vicious cycles, 
aimed at conceptualising the origins and maintenance of this disorder (Salkovskis, et 
al 1998). This explained the links between Amy’s early experiences, the possible 
critical events in her life related to the development of her disorder, her assumptions 
and beliefs, intrusive thoughts and thoughts, emotions and behaviours maintaining 
her OCD. For example Amy’s early experiences that she should never do anything 
wrong, combined with her experience of guilt and responsibility over her difficulties 
conceiving and her husbands death meant that she had developed a number of 
assumptions and beliefs such as ‘Bad things will happen if I am not careful enough’. 
She experienced intrusive thoughts and images of causing harm and made 
interpretations of these including ‘If I don’t act now then something terrible will 
happen and it will be my fault’. Amy would constant check she had not caused harm 
(safety behaviours), was always alert to any possible harm caused (attention and 
reasoning biases). She experienced low mood and anxiety and was constantly 
carrying out neutralising self talk.
Intervention
After developing the formulation, we drew up a list of hierarchal long-term goals that 
Amy wanted to focus on during the course of therapy (1= most distressing).
1. Being able to get into car and enjoy driving and not get stressed out with it.
2. Be able to use the garage without having to spend time checking it
3. Be able to drive to cemetery (to visit husband’s grave)
4. Go to the shops without having to check I haven’t done anything wrong.
5. Be able to do things freely around the house
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Each of the goals (below) were then broken down into a list of steps to enable Amy to 
achieve them. The intervention was guided by a CBT framework (e.g. Salkovskis & 
Kirk, 1989). There were 6 intervention sessions. The plan was to address the long­
term goals that had been determined, by using cognitive techniques alongside 
behavioural experiments.
Cognitive and behavioural reattribution techniques as highlighted in Wells (1997) 
were used to tackle Amy’s goals e.g. challenging thoughts, recognising and labelling 
cognitive distortions, psycho-education; thought stopping strategies, behavioural 
experiments, surveys and relaxation training.
Outcome
Toward the end of the 6 sessions, Amy completed the questionnaire measures which 
she had completed at the initial assessment. This was not the end of therapy but an 
early outcome review. The objective measures indicated mixed outcome: e.g: a 
decreased level of anxiety, and OCD behaviours, but an increase in levels of 
depression. Over 6 interventions sessions Amy made progress toward her goals, but 
did not fully achieve them. However Amy and her family achieved a better 
understanding of her disorder and Amy began to develop cognitive skills which she 
could implement to tackle her disorder. Amy reported that the sessions were helpful 
and she was finding them supportive.
Critical Evaluation
Positive aspects of the work with Amy included: developing the therapeutic 
relationship, the collaborative nature of the work, the presentation of the formulation 
to Amy, the cognitive work and the assessment and outcome measures used. 
Weaknesses of the work, which could have been improved included: the limitations of 
the clinical work as a result of being a new trainee and a lack of experience of
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working with people with OCD, which may have affected the work, e.g. Amy could 
have been better prepared cognitively for the behavioural tasks.
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Adult Mental Health Placement Case Report 2
Cognitive Behavioural therapy with a 71 -vear-old black Caribbean 
woman presenting with mild depression
Referral
Beth Armstrong, a 71 year old, Black Caribbean grandmother and separated single 
mother who came to England 40 years ago, was referred to the primary care 
psychology service for help with a mild depressive episode, which she had been 
experiencing over the past 3 weeks.
Presenting Problem
Beth reported that for the past few weeks her mood had been low and she was 
constantly worrying about her family, whom she was very close to. She was 
particularly worried about her grandchildren and some of the activities they engaged 
in. She feared for their safety when out late at night. She was crying a great deal of 
the time, with disrupted sleep, poor concentration and difficulty making decisions.
Assessment
The assessment process involved an initial interview based on a cognitive 
behavioural framework. Objective measures were given during the assessment 
including the General Health Questionnaire (GHQ-12, Goldberg, 1978). However 
Beth’s literacy difficulties meant that she found these difficult and time consuming 
and did not complete them. On Beth’s partial completion of the GHQ-12 she scored 8 
out of 12. This indicates poor mental health. No risk issues were identified.
Background History
Beth was one of 5 children. She recalled a happy childhood although she reported 
physical abuse from her parents. As an adult Beth married, moved to the UK and had
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4 children. Her husband left her when the children were young. Since this time she 
worked very hard. Beth’s youngest child passed away aged 19. Her other children 
had experienced mental illness. Beth currently lived in an area of poverty with her 
children. Beth described herself as sociable. She usually enjoyed going to church but 
had withdrawn from this.
Therapeutic Relationship
There were possible issues for the therapeutic relationship. The association between 
myself and Beth and the parallel grandmother- granddaughter relationship was 
considered in terms potential transference and counter-transference issues. 
However the relationship developed very well. I think that this was due to Beth’s 
sociable nature, openness and willingness to engage with me as her therapist and my 
ability to empathise and understand Beth’s distress and acknowledge what was 
important and difficult for her.
Formulation
Beth’s difficulties were understood by using Beck’s cognitive model of depression 
(e.g. Beck, 1976; Fennell, 1989). Beck’s model explains Beth’s depression as 
originating from early experiences (e.g. strict mother, single mother, coping with 
illness in family) which lead Beth to form cognitive beliefs and assumptions (e.g. ‘I 
must always be strong for everyone, girls should act in respectable ways’) which 
made Beth vulnerable to depression. Trigger events (e.g. granddaughter’s behaviour) 
activated these core beliefs and assumptions. This resulted in Beth experiencing a 
number of negative thoughts (e.g. ‘something bad will happen to my 
son/daughter/granddaughter, people will think badly of my granddaughter’) and 
developed cognitive, behavioural and somatic symptoms of depression. The literature 
on depression in older adults was also considered including the impact of cohort and 
intergenerational beliefs (e.g. Laidlaw, Thompson & Gallagher-Thompson (2004). 
Literature on ethnic and cultural influences on depression and beliefs amongst older 
adults were also explored.
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Intervention
Goals for CBT therapy were devised with Beth:
1. To provide Beth with an understanding of CBT and how it relates to her 
difficulties, and to provide education about depression.
2. To reduce Beth’s ruminating,
3. To reduce the frequency of crying on a daily basis
4. To increase Beth’s activity schedule and emphasise benefits of this for future.
5. To discuss sleep management strategies
6. Planning how to cope in the future.
The effectiveness of CBT for depression was reviewed. By working in a CBT 
framework, Fennell (1989) recommended the use of cognitive, behavioural, cognitive- 
behavioural and preventative strategies as interventions for depression. For 
example, Beth was educated about her difficulties and the nature of intrusive 
thoughts; she was encouraged to use visualisation strategies to let go of her 
ruminations; she was provided with sleep management and was encouraged and 
educated to increase her activity levels. Strategies to prevent relapse were discussed.
Outcome
Beth attended the initial therapy sessions, feeling distressed and overwhelmed. 6 
sessions later, Beth presented as a happy, relaxed and positive thinking woman. She 
was managing her ruminations well using the strategies she has been taught, was 
sleeping better and had re-started activities she had been avoiding. Beth’s GHQ-12 
score was 0 when we reviewed it together at the end of therapy indicating no 
difficulties.
Critical Evaluation
Strengths and limitations of the work were discussed. For example: aiming to 
understand the influence of Beth’s cultural, ethnic, religious and moral context on her
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beliefs was very important for the formulation and subsequent interventions; however 
more creative use of diary records and monitoring forms, for example a pictorial chart 
to measure mood states each day could have been devised.
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Children and Adolescent Placement Case Report
Narrative approach with a 7 year old bov with chronic constipation and
overflow incontinence
Referral
Alex Parker, a 7-year-old white male who lived with his parents in an affluent area of 
Southern England, was referred to the Child and Adolescent Mental Health Service 
(CAMHS) by his health visitor for issues of stool holding, soiling and constipation.
Presenting Problem
Alex was experiencing soiling and constipation difficulties. Current medical and 
behavioural interventions included use of laxatives and a monetary reward system. 
Alex’s parents felt frustrated with ‘the problem’ and also wondered if these difficulties 
were within Alex’s control. They felt that Alex was not bothered by the toileting issues. 
Alex himself appeared unconcerned about the issues discussed.
Assessment
The assessment process was informed by Carr (1999), Douglas (1989) and B. 
Holroyd and L. Paque, (Personal correspondence, 2005). Issues explored included 
toileting issues, including background history, developmental history, and previous 
and current management of the toileting issues.
The sources of information used included:
■ One to one interview with Alex and Mr and Mrs Parker.
■ Previous case notes and reports.
■ Informal discussions with the family therapist who had worked with the family
■ Questionnaires and monitoring charts completed by Alex’s parents
■ Family Information Sheet
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Background Information
The constipation and soiling had been present since Alex began toilet training. At 
times Alex was reported to be constipated for 7 days and the longer the time he was 
constipated the more difficult his behaviour was reported to be -  becoming more 
aggressive, restless and argumentative. Over the past 4 years, a number of medical 
and psychological (cognitive/behavioural) interventions had been implemented. 
However there had been little change.
Figure 1: Family Genogram
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Alex lived with his parents and 4 year old brother, Jonny (Genogram Figure 1). Alex 
had a close but turbulent relationship with his brother who was born around the time 
Alex began toilet training. Mr Parker acknowledged that as parents they had been 
strict, with rules and routines. Mr Parker also admitted that at the beginning of the
90
E Cotterill Case Report Summaries
toileting difficulties he became frustrated and aggressive in his handling of the toilet 
training, shouting at Alex and having him sit on the toilet for prolonged periods. Mr 
Parker acknowledged his guilt that this may have frightened Alex and caused the 
problem to get worse.
Developmental History
Mrs Parker reported that she experienced a normal pregnancy, with some assistance 
required at the birth. Alex met all his developmental milestones in appropriate time, 
except for toilet training.
Formulation
In order to understand Alex’s presenting issues I reviewed theories derived from 
behavioural and family systems work (e.g. see Carr, 1999, Douglas, 1989, Morgan
2000). The formulation was presented using a schematic diagram suggested by Carr 
(1999). This considers the interaction and influence of pre-disposing factors (e.g. 
genetic vulnerabilities, strict parenting), personal maintaining factors (e.g. biological 
(limited bowel sensation) or psychological (low self esteem)), contextual maintaining 
factors (e.g. over involved and overanxious parenting), personal protective factors 
(e.g. academically bright), contextual protective factors (e.g. family acknowledge 
problem), and precipitating factors (e.g. birth of sibling?) on the encopresis.
Intervention
I considered that a narrative approach was a suitable intervention, as behavioural 
approaches had been used extensively with limited success over the past 4 years. I 
felt that the externalising approach would allow the family to place the problem 
outside of Alex -  reducing the opportunity for blame (Morgan, 2000). Externalising 
also allowed everyone in the family to join forces to think of ways to tackle the 
problem (Morgan, 2000).
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The use of the narrative approach with Alex and his family was guided by Heins and 
Ritchie’s (1985) illustrated book for children and parents which focuses on beating 
‘sneaky poo’.
5 individual interventions sessions took place using the narrative ‘sneaky poo’ 
approach. The sessions began with externalising the problem using techniques such 
as Alex was encouraged to draw himself and ‘sneaky poo’. Alex was encouraged to 
work through Heins & Ritchie’s (1985) ‘sneaky poo’ book and having discussed an 
interest in superhero’s, Alex was encouraged to draw his superhero side and to think 
of his superhero strengths. I also used therapeutic letters and certificates with Alex 
and his family.
Outcome
At the review session subjective reports from Alex identified that he felt he was doing 
well beating ‘sneaky poo’ and was much more positive and confident. He completed 
a toileting chart to demonstrate his achievements. Alex’s parents were very pleased 
with his progress and noted the difference in Alex.
Recommendations
As I was leaving the service, it was agreed that my supervisor would meet with the 
family again in a month’s time to review the situation.
Reformulation
In revising the formulation I wondered about the role of psychodynamic theory in 
understanding Alex’s toileting experiences. Psychodynamic theory considers the 
impact of parents’ highly coercive and controlling methods during the toilet training 
(and related developmental) stage e.g. not going to the toilet may be part of a fight 
between parent and child for power and control (Douglas, 1989). This may lead to a 
child’s suppressed or unconscious aggression, or anxiety about soiling, which is then
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expressed through encopresis, particularly constipation with overflow incontinence 
(Carr, 1999).
Critical Evaluation
Strengths and limitations of the work were explored. For example I felt the positive 
development of the therapeutic relationship was a strength and helped in the 
success of the narrative approach. I believed I successfully used my creative skills in 
the intervention work and through the therapeutic documents. However I think more 
family and parent work would have been beneficial in developing the narrative 
approach and in assessing and intervening in the family interaction styles.
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Learning Disabilities Placement Case Report
Extended dementia baseline assessment of a 67-vear-old woman with a 
learning disability and bipolar disorder
Referral
Faye Jennings, a 67-year-old woman with a learning disability (LD) and a diagnosis of 
bipolar disorder, was referred to the Community Team for People with LD by the 
manager of the residential home where she lived. The referral requested a dementia 
assessment.
Presenting Problem
The referral documented that Faye was exhibiting ‘bizarre’ behaviours, involving 
hiding or destroying objects, refusing to go to bed and disturbing other residents. The 
referral also described Faye’s diagnoses of bipolar disorder, a severe LD, alongside 
displays of challenging behaviours and incontinence.
Initial Assessment
The initial assessment involved a telephone conversation with the Home Manager, a 
semi-structured baseline interview with a senior staff member and a file notes review.
What became clear from the interview was that there did not appear to be any 
current issues with Faye’s behaviour, as the behaviour mentioned in the initial 
referral had stopped, and Faye’s incontinence and aggressive behaviours had been 
present for many years.
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initial Formulation
In order to formulate Faye’s difficulties it was important to draw together the impact 
of Faye’s current (and possible) diagnoses: learning disability, bipolar disorder and 
possible dementia. The literature regarding these issues was explored.
My initial formulation was that Faye had been experiencing a manic episode of her 
bipolar disorder, around the time of the referral, whilst at the same time her sleeping 
arrangements afforded her little privacy from a fellow resident. This meant that 
Faye’s ‘manic’ behaviours perhaps caused more difficulties than usual for staff as 
Faye was disturbing this resident at night with her ‘manic’ behaviours. Moving to a 
private room appeared to improve the situation and this move may have coincided 
with Faye coming out of her ‘manic’ episode of illness. However, if Faye was 
experiencing dementia her symptoms may be very similar to a manic episode of her 
bipolar illness e.g. disturbed sleep, change in behaviours - or one disorder/illness 
may hide/overlook the other.
Extended Assessment
Due to Faye’s complex diagnoses, and the fact that Faye was at a higher risk of 
developing dementia due to her age/LD an early baseline screening assessment was 
implemented. This involved an extended assessment using:
- Neuropsychological Assessment Battery for Intellectual Disabilities (NAID, 
Adams & Oliver 20066);
- The Hampshire (Social Services) Assessment of Living with Others (short-form 
HALO) (Shackleton-Bailey & Pidcock. 1983);
- Interview Guide for Suspected Dementia.;
- Telephone discussion with Psychiatrist
6 Locally/formally named the Oliver and Crayton Psychological Assessments (1st draft 1993, used 
in studies, Crayton et al, 1998, Oliver et al 1998)
95
E Cotterill Case Report Summaries
Extended Formulation
Faye’s current level of functioning and the possible decline in her abilities were 
considered in the context of:
1. Normal ageing decline in abilities
Due to Faye’s age (67 years old) it was expected that there would be a general 
decline in cognitive functioning (Stuart-Hamilton, 1999) and daily living skills over 
time.
2. The impact of Faye’s bipolar (particularly manic) ‘episodes’ of illness
There is little literature on the Bipolar disorder in people with LD. However the 
research into bipolar disorder, if applicable to the LD population, suggested that 
Faye’s bipolar disorder may have been impacting on her cognitive and functional 
abilities, resulting in some deterioration in these areas with every episode of illness.
3. The impact of Faye’s general mood swings
Faye’s general, daily moods, whether high or low, may have affected her abilities, 
interest and motivation to carry out activities independently or with support.
4. The possible onset of dementia.
Faye may have been at increased risk of dementia due to the impact of her bipolar 
disorder, LD and age. It was possible that Faye’s memory and orientation 
impairments, and minor (and variable) support needs, were symptoms of dementia. 
Faye’s severe LD meant that Faye already had substantial cognitive impairments. As
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Faye had no previous baseline measures of her abilities it was not possible to asses 
whether Faye’s cognitive performance was typical of her abilities or not.
Outcome
This assessment did not highlight any immediate concerns about a possible 
dementia diagnosis, and without previous measures of cognitive and adaptive 
functioning by which to compare Faye’s current abilities, it was not possible to make 
any further conclusions. This assessment served as a baseline against which Faye’s 
abilities could be compared in the future if there was a decline in functioning.
Recommendations
Following on from the extended dementia assessment, the following interventions, 
(listed below), were recommended:
1. Provision of an assessment report with formulation and recommendations, to be 
distributed to all relevant professionals
2. Meeting with Home Manager to discuss the report and recommendations.
3. Meeting with Faye to feedback assessment results using accessible 
correspondence
4. Re-assessment to take place within 12-18 months, in order to compare 
performance/abilities against this baseline.
5. Dementia training recommended for staff.
6. Educational handouts provided for staff in order to understand Faye’s complex 
diagnoses.
7. In order to assist with the detection of any changes or decline in Faye’s abilities, a 
baseline/behaviour monitoring chart was recommended with prompts on the 
chart for the changes staff should keep aware of.
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From the recommendations listed above, points 1, 2, and 5 were carried out by 
myself as well as the appropriate information/charts provided for points 4 and 6.
Critical Evaluation
This extended assessment was critiqued considering its strengths and limitations. For 
Example: the literature review and application of the literature to understand as much 
as possible about Faye’s complex diagnoses/ presentation was a strength of the 
work, whereas a limitation was not developing more creative ways of explaining the 
assessment process and feedback for Faye to try and understand e.g. through using 
more pictures, props.
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Specialist Placement -  Neuropsychology Case Report
Neuropsychological Assessment of a 50 year old woman diagnosed with
heroes viral encephalitis
Referral
Mrs Angela Johnson, a 50-year-old woman diagnosed with Herpes Simplex Viral 
Encephalitis (HSVE) was referred for neuropsychological assessment and 
rehabilitation.
Presenting Problem
Angela and her family described her very poor memory. Her family also reported that 
she could be repetitive and inappropriate e.g. talking about feminine hygiene to 
relatives.
History of presenting problems
Angela presented to Accident and Emergency with headaches, nausea, confusion and 
fever. She was admitted and received medical treatment before being diagnosed with 
a severe memory impairment as a result of HSVE.
Personal history
Angela was a right-handed woman, brought up in a family with three sisters. There 
were no reported delays with her childhood development. She left school at 15 
without qualifications. She reported being ‘average’ in terms of abilities. Angela 
worked as a secretary. She married when she was 30 and had three children. Prior to 
her illness Angela was described as very organised.
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Literature review
HSVE is an infection in the brain caused by the herpes simplex virus (HSV). 
Encephalitis refers to inflammation within the brain (Beaumont et al 1999). HSV 
typically affects the brain in the basal and orbital areas of the frontal lobes, the 
inferior and medial temporal lobes (Solberg & Mateer, 2001; Beaumont et al 1999; 
Wasay et al, 2005) and the limbic areas (Damasio & Damasio, 2003).
Frontal Lobes
The frontal lobes are responsible for executive functioning skills such as planning, 
problem-solving, organisation, inhibition of automatic responses, monitoring 
appropriate behaviour (Hannay et al, 2004) and regulating mood. Damage to the 
frontal lobes may impact on any of these skills.
Temporal Lobes
The temporal lobes are responsible for memory, language, and conscious perception 
of smells and emotions (Cairns, 2004). Damage to areas of the temporal lobes can 
lead to language deficits, anterograde episodic memory deficits, new learning 
impairments, retrograde amnesia, semantic memory impairments (Solberg & Mateer,
2001), or severe global amnesia (Alexander, 2003; Mayes, 1988).
Hypothesis
It was hypothesised that Angela would present with: severe amnesia, relatively 
preserved intellectual functioning and immediate/working memory; executive 
functioning and language deficits; visuospatial deficits; changes in personality; and 
difficulties in processing emotions including experiencing anxiety or depression.
Assessment
The following tests were chosen for this cognitive assessment:
- Wechsler Test of Adult Reading (WTAR, Wechsler, 2001)
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- The National Adult Reading test (NART, Nelson, 1982, Nelson & Willison, 
1991)
- Wechsler Adult Intelligence Scale -  Third edition (WAIS-III; Wechsler, 1997a)
- Wechsler Memory Scale -  Third edition (WMS-III, Wechsler, 1997b)
- Rey-Osterrieth Complex Figure Test (RCFT, Meyers & Meyers, 1995)
- Graded Naming Test (GNT, McKenna & Warrington, 1983; Warrington, 1997)
- Verbal Fluency (FAS -Test, e.g. see Spreen & Strauss, 1991)
- Visual Object Space Perception Battery (VOSP, Warrington & James, 1991)
- Judgement of Line Orientation (JLO, Benton et al 1983).
- Behavioural Assessment of Dysexecutive Syndrome (BADS, Wilson et al, 
1996)
- Stroop: Neurological Screening Test (Trenerry et al, 1989).
- Delis-Kaplan Executive Function System (D-KEFS): Trail Making test (Delis 
Kaplan & Kramer, 2001)
- Modified Wisconsin Card Sorting Test ((MCST), short version, Nelson, 1976)
Findings
- Premorbid level of intellectual functioning was expected to fall within the 
average range.
- General level of intellectual functioning fell in the low average range.
- Verbal and non-verbal reasoning abilities fell in the low average range.
- Processing speed fell in the borderline range.
- Angela was not fully orientated to date, time and place.
- Working memory ability fell in the ‘low-average’ range.
- There was a severe impairment in the ability to encode, store or retrieve 
information.
- Anterograde memory was significantly impaired.
- Retrograde memory was impaired.
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- There was no evidence of expressive or receptive language difficulties in 
conversation. However there was evidence of mild word finding and 
circumlocutory errors.
- Verbal fluency was intact.
- Performance on a range of visuospatial measures was variable. For example: 
Angela had difficulties conceptualising a complex figure as a whole, instead 
attending to the individual pieces as separate parts.
- Performance on a range of executive functioning tests was variable. For 
example: ability to divide attention, think abstractly and generate ideas fell in 
the average range. However sustaining mental flexibility on a set shifting task 
was difficult.
- On a battery of executive functions performance fell in the low-average range. 
Conclusion
The results of this assessment indicated that Angela had suffered a slight decrement 
in her intellectual functioning and working memory. She had mild word finding 
difficulties and moderate visuospatial deficits. Her processing speed was impaired 
and she had suffered a severe anterograde and retrograde memory impairment. Her 
executive functions were also impaired; primarily she demonstrated difficulties with 
problem-solving, planning, organisation, impulsivity and variable attention.
Implications
Angela’s severe memory deficit meant that she would require constant support and 
supervision for everyday functioning. She would be unable to go out independently. 
Angela’s executive difficulties meant that she would have difficulties planning and 
organising herself with activities. Her impulsivity would impact on her ability to carry 
out a task safely and her memory impairments would affect her ability to follow 
instructions.
102
E Cotterill Case Report Summaries
Recommendations
- Various professional referrals were made: Neuropsychiatry; Medical 
Consultant/Urologist/Social Services/Community Brain Injury Team
- Risk assessment
- Mental Capacity assessment.
Rehabilitation and Treatment Strategies 
Raise Insight/Adiustment
- Feedback the neuropsychological assessment results to Angela and her 
family (Tyerman & King, 2004).
- Provide neuropsychological counselling to Angela
- Provide education, feedback, counselling and support to Angela’s family.
Cognitive Rehabilitation
- Develop strategies and guidelines for assisting Angela to compensate for 
her memory, attention difficulties, planning and impulsivity (e.g. Powell, 
2004).
Critique
The strengths and limitations of this assessment were reviewed. For example: This 
assessment provided a detailed description of Angela’s strengths and deficits, which 
contributed usefully toward her MDT rehabilitation and care planning. However it 
could have been possible to reduce the testing and number of tests by using a purer 
process approach and collecting more qualitative information.
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Clinical Placement summaries
This includes summaries of:
- Year long Adult Mental Health Placement (which involved 
being based in four different services/teams over the year)
- Children and Adolescent Placement,
- Learning Disabilities Placement
- Specialist Neuropsychology Placement
- Older Adults Placement.
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Adult Mental Health Placement: Placement Details
Setting: Rehabilitation and Continuing Care/ Community Mental Health Team.
Dates November 2004 - April 2005
Models: Cognitive Behaviour Therapy (CBT), Systemic
Range of Experience: Clinical work within multi disciplinary team (MDT) with a diverse range 
of clients aged 19-72. Presenting issues included: depression, psychosis, skin picking, 
hearing voices, delusions, Obsessive compulsive disorder (OCD), panic, social phobia, 
dementia and Learning disability. Assessments included: psychometric assessments e.g. 
Wechsler Adult Intelligence Scale (WAIS-III) and Wechsler Memory Scale (WMS-III); and 
standardised self report measures e.g. for depression, anxiety, OCD. Interventions included: 
Individual CBT and Systemic techniques (therapeutic letter writing). Further experiences 
included: Attendance and participation in team meetings and psychodynamic reflective staff 
group. Provided MDT training sessions on NICE guidelines and Self Harm. Attended trust 
training e.g. risk assessment/child protection. Contributed to audit project using Camberwell 
Assessment of Need- Research Version.
Adult Mental Health Placement:
Dates: April 2005 -  September 2005
Setting: GP surgery-Primary Care, Acute Inpatient/Psychology Consultation
Models: CBT, Systemic, Use of Psychology Consultation Models
Range of Experience:
1) Clinical work within GP Surgery with diverse range of clients aged between 26 and 71. 
Presenting Issues included: depression, anxiety, panic, social phobia, avoidant personality 
disorder and OCD. Assessments used were standardised measures e.g. General Health 
Questionnaire (GHQ), Beck Depression Inventory (BDI), Beck Anxiety Inventory (BAI). 
Intervention involved individual time limited CBT sessions.
2) Staff Work within Inpatient wards. Psycho-educational group work with clients from 
diverse range of backgrounds aged 24-63 years. Psycho-educational group for staff (nurses) 
on ward. Co-facilitated a CBT training session for staff and a staff reflective practice/complex 
cases group and completed an evaluation of the latter group: report written for service, 
information pack produced for staff, journal article written/published. Involved in process 
mapping exercise. Attended service planning meetings and trust training events; Visited the 
Service User Network (for people with a personality disorder).
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Children and Adolescent Placement
Setting: Children and Adolescent Mental Health Team
Dates: October 2005 to March 2006
Models: Cognitive Behavioural Therapy (CBT),
Additional: Systemic - Narrative, Behavioural, Psychodynamic.
Range of Experience: Clinical work (Individual and family) within the CAMHS multidisciplinary 
team with a diverse range of young people aged 5-19 years. Presenting difficulties included: 
OCD, bereavement, depression, self harm, bulimia, encopresis, Aspergers syndrome, 
challenging behaviour, panic disorder and family issues. Assessment measures included: 
Wechsler Intelligence Scale for Children (WISC-IV) and Wechsler Preschool and Primary Scale 
of Intelligence (WPPSI); Standardised self report measures e.g. Beck Depression Inventory 
(BDI), and Strengths and Difficulties Questionnaire (SDQ). Further experiences included: 
Involved in Case Discussion Groups and psychodynamic supervision; Completed assessment 
in Social Services Fostering and Adoption Team; Completed school observation in specialist 
school for autistic spectrum disorders; Observed systemic family therapy and reflecting team; 
Visited Carers Group for Children with Aspergers and Autism, and Child and Adolescent 
inpatient team. Attended Eating Disorders practise based conference; Attended MDT 
lunchtime seminars.
Learning Disabilities Placement
Setting: Community Learning Disability Team (Adult and Child)
Dates: April 2006-September 2006
Models: CBT, Systemic -  Narrative, Behavioural.
Range of Experience: Clinical work within MDT with a diverse range of clients aged between 
11-68 years. Presenting issues included: Dementia, challenging behaviour, velo cardio facial 
syndrome (VCFS), cerebral palsy, autism, prada willi Syndrome, physical disability/short 
stature and self esteem/identify issues. Wide range of assessments completed e.g. WISC-IV, 
WAIS-III, WMS-III, Leiter Performance Scale, Hampshire Assessment of Living with Others 
(HALO), Dementia Assessments and Local interview protocol for Aspergers/Challenging 
behaviour assessment. Interventions included: Family Therapy, Individual CBT/Behavioural 
work, Staff Training, Psycho-education. Further experiences included: Joint working with MDT 
professionals. Visited Specialist Services; Day Services; Secure Service; Children and Adult 
residential services.
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Specialist Neuropsychology Placement
Setting Specialist Neuropsychology/Neurorehabilitation Centre
Dates: October 2006 to March 2007
Models: CBT, Behavioural, Psychodynamic
Range of Experience: Clinical work within MDT with a diverse range of clients aged between 
16-74. Presenting Issues included: Memory disorder and cognitive impairments as 
consequence of: Herpes Viral Encephalitis, stroke, Alzheimer’s disease, epilepsy, traumatic 
brain injury, motor neurone disease, depression, anxiety and anger difficulties. Completed 
assessments, interpretation and report writing using a wide range of specialist 
neuropsychological /cognitive assessment measures. Conducted Risk and Capacity 
Assessments. Interventions included: Individual and group CBT, Group Social Skills, 
Psychoeducation, Motivational Interviewing, Cognitive Rehabilitation, Adjustment Counselling. 
Further Experiences included: Visits/observations of Clinical Neuropsychologist in 
Paediatrics, Epilepsy Clinic, and Community Neurorehabilitation Team. Observed MDT 
Professionals and attended MDT/Trust wide meetings. Educational presentation to 
family/carers. Contributed to development of Family/Carer support group. Produced
Induction folder for subsequent trainees.
Older Adult Placement
Setting: Older People Psychology Services/Community Team for Elderly.
Dates: April 2007- September 2007
Models: CBT, Systemic
Range of Experience: Clinical work within MDT with a diverse range of clients aged between 
65-92 years. Presenting Issues included: depression, anxiety, panic, anger management, 
family relationship difficulties, grief/bereavement, and eating issues. Assessments included: 
standardised measures e.g. Hospital Depression and Anxiety Scale (HADS), Psychology 
Department Assessment and Evaluation forms. Interventions included: Group Anxiety 
Management, Individual CBT, Systemic/Narrative therapy, Interpersonal Psychotherapy and 
Staff Psychological Consultation. Further Experiences included: Presentation to MDT on 
Interpersonal Psychotherapy. Visited Continuing Care Wards and Memory Clinic. Observed 
MDT professionals. Observed Inpatient Ward Rounds. Attended fortnightly MDT training 
sessions and psychology meetings.
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Research Dossier
This section of the portfolio contains all the research 
assignments completed during the past three years of training 
including: the research log checklist, the small group qualitative 
research project (abstract), the Service Related Research 
Project and the Major Research Project.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and literature search tools V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues of diversity, and 
structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interviewdata using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited book V
30 Applying research findings to clinical practice V
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Group qualitative research project 
Abstract
The Beliefs, Thoughts and Experiences of Believers of the Paranormal: an 
Interpretative Phenomenological Analysis
Year 2 
May 2006
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Title: The beliefs, thoughts and experiences of believers of the paranormal: an interpretative 
phenomenological analysis (IPA).
Aim: To explore ‘believers’ experiences of the paranormal through their thoughts, beliefs, 
interpretations and personal paranormal encounters. The researchers wondered how 
participants’ beliefs in the paranormal had developed and what function(s) did their beliefs 
serve for them?
Design: Focus group (consisting of four participants), which lasted approximately one and a 
half hours.
Participants: In order to access ‘believers’ in the paranormal, participants were recruited via 
a local psychic circle.
Analytic procedure: The focus group was transcribed and analysed using IPA. IPA was chosen 
because it is a method that aims to understand individual subjective accounts of 
experiences, and to explore the ways in which those experiences are meaningful.
Results: Following the analysis the researchers identified three main themes.
1. Interpretation of paranormal experiences - the stories participants told and their 
interpretations of their experiences seemed to support their beliefs about whether 
paranormal phenomena was part of normal reality or not. 2. Belief development and 
maintenance -  beliefs in the paranormal appeared to be developed and maintained through 
storytelling. Shared storytelling was an example of social learning and had the function of 
validating/providing support for individuals’ beliefs in the paranormal. 3. Functions of 
believing -  all participants agreed that they gained something positive from their 
experiences/beliefs, including comfort, reassurance surrounding death and 
communication/messages obtained through their paranormal experiences.
Concluding Remarks: Despite the small sample size the study succeeded in obtaining an in- 
depth exploration of the beliefs and experiences of a homogenous group of believers in the 
paranormal. The research helped us to illuminate some of the ways in which paranormal 
beliefs are shared and transmitted between members of social groups, and has highlighted 
the importance of such processes in enhancing a sense of group cohesion and belonging. 
The research was also innovative in using focus groups and IPA simultaneously. By using 
focus groups the research was able to draw out the social factors in paranormal beliefs.
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Service Related Research Project
Audit of University Admissions Tutor’s Informative talk to Potential 
Interviewees for Clinical Psychology Training
Year 1 
July 2005
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ABSTRACT
Title: Audit of University Admissions Tutor’s informative talk to potential interviewees 
for clinical psychology training
Objective -  to audit the effectiveness of a talk given to potential interviewees about 
clinical psychology training interviews.
Design - Pre /  post non-experimental descriptive design
Setting - A talk at a University by an Admissions tutor, to potential interviewees for 
clinical psychology training
Participants- 113 potential interviewees and 8 staff members of the Clinical 
Psychology course at the University participated.
Outcome measure, - A questionnaire was designed with 77 items for participants to 
rate their belief in. Also 12 of the most common statements/beliefs were selected for 
participants to rank in order from 1-12.
Statistical Analysis -  Data collected included descriptive, quantitative and qualitative. 
Non-parametric tests were used. The data was analysed for differences within-groups 
(potential interviewees pre /post-talk) and between-groups (potential interviewees /  
staff) and). A discrepancy analysis was also conducted.
Results - The analysis highlight significant differences between potential interviewee 
ratings pre and post-talk, and between potential interviewees and staff belief ratings 
pre and post-talk. The latter differences reduced post-talk. Discrepancies between 
potential interviewees and staff beliefs were identified which mostly reduced post­
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talk. Staff and potential interviewees agreed on the first 6 most important factors for 
the interview process post-talk.
Conclusions -  The talk was effective in giving potential interviewees a more accurate 
understanding of the interview process. Useful information was identified and fed 
back to the course team to advise and inform future practice. Discussion at the 
feedback session generated further ideas.
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Introduction
Clinical Psychology training is becoming an increasingly popular career path. Between 
2001 and 2004 the number of applicants rose by 29% alongside the rise in available 
places on training courses (from 454 in 2001 to 554 in 2004). 
(http://www.leeds.ac.uk/chpccp/numbers.htm)
However obtaining a place on a Clinical Psychology training course is commonly 
viewed by potential applicants as an increasingly competitive (Promoting Diversity in 
Clinical Psychology, 2005; Hatton, Phillips, & Gray, 2002) and difficult task (Alcock, 
2002; Midence, 1999), despite reassurance to the contrary i.e. that more than 1 in 4 
applicants obtained a place in 2005 (http://www.leeds.ac.uk/chpccp/numbers.htm), 
and statements from Universities such as ‘Contrary to what many ....think, it is not 
impossible to gain a place on a ...training course’ (University of Surrey, 2004) and 
‘the odds of gaining a training place have rapidly improved’ (Hatton et al, 2002, pg 
68).
The interview process is one aspect of getting on to training that has become the 
subject of great debate amongst potential interviewees. Currently, detailed 
information on the interview process is not readily available. The Clearing House for 
Postgraduate Courses in Clinical Psychology: Handbook 2005 (2004) and the course 
websites provide limited information on each courses’ interview procedures. 
However, there is a wide variety amongst courses in the questions they ask at 
interview and the rational for selection (Knight, 2002) This lack of information on 
such a highly competitive process, where the interview is the “final selection stage, 
which relies heavily on the candidate performance” (Phillips, Hatton & Gray, 2004, pg 
123), has resulted in potential interviewees attempting to find out as much 
information about the process by any other means e.g. attending assistant
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psychology groups. As a result over the years large amounts of information about the 
interview process has been passed around potential interviewees.
For Clinical Psychology courses, there are 3 main concerns as a result of this.
I. Out of date information may remain in the pool of information being passed 
around, alongside rumours (Knight, 2002), misconceptions and myths, 
giving potential interviewees inaccurate information about the interview 
process;
II. Potential interviewees who are able to access the growing collection of 
‘passed down’ information on interviews may be advantaged over other 
suitably qualified candidates;
III. Inaccurate information circulating may discourage people from applying, 
either to a certain course, or discourage them from applying altogether.
These issues are of current concern for course admission teams and those involved 
with training programmes because not only may incorrect information be being 
circulated, but also suitable candidates may never get through to the interview 
process (e.g. those who do not have access to information passed around by 
psychology groups or previous interviewees) and a bias toward a certain type of 
applicant may occur. It is already visibly noticeable that the majority of trainees are 
white, female, middle class, ex-assistant psychologists in their mid/ late twenties 
(Phillips et a/ 2004; Williams 2001). This is important for courses considering the 
issues of the diversity of trainees which has been highlighted as important throughout 
the literature (Phillips, et at, 2004; Promoting Diversity in Clinical Psychology, 2005; 
Welcome: http://www.leeds.ac.uk/chpccp/) and relevant policies (British
Psychological Society (BPS) Guidelines for the accreditation of Clinical Psychology 
Training Programmes, 2002).
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In order to address these issues, one Clinical Psychology training course held a talk 
for potential interviewees about the interview process, and the talk was audited to 
ensure effectiveness.
The aims and objectives of the audit were:
1. To audit the effectiveness of the talk by finding out if potential interviewees 
have a more accurate understanding of the interview process after they have 
attended the talk.
2. To identify any differences between potential interviewees and staff beliefs 
about the interview process.
3. To provide the course with useful information on potential interviewees 
beliefs, which can be used to guide the content of course literature and 
information given to potential interviewees.
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Methods and Procedures 
Design
This audit involved a pre and post non-experimental repeated measures7 descriptive 
design.
Setting
Data was collected at a University talk given by the Admissions tutor of a clinical 
psychology training course. Data was also collected from staff at the same university.
Participants
Cluster sampling was used to obtain participants for this study as participants were 
either potential interviewees who attended the talk, or Clinical Psychology course 
staff members. 113 of the 127 potential interviewees participated in this audit (89% 
response rate). Of the 127, there were approximately 112 females and 15 males 
(data not officially collected). 8 of the 15 staff members’ participated (53.3% 
response rate).
Main Outcome measures
A questionnaire was designed by the researcher to find out what participants believed 
about the clinical psychology interview process. It was designed to contain truths and 
myths about the process, developed by contacting people interested in clinical 
psychology, to find out what they believed about the interview process and by 
searching information on the internet.
7 Please note : design = Independent measures for the purposes of comparing potential 
interviewees beliefs pre/post-talk with staffs).
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The questionnaire:
Demographic data questionnaire front sheet:
This included information on the aims and purpose of the questionnaire as well as 10 
questions aimed at finding out information e.g. participant’s current job.
Part 1: Potential interviewees Questionnaire -  ore -talk:
Section 1: 77 items were designed as statements for participants to rate their belief 
in from 0 (not true of interview process) to 10 (is true of interview process). 
Participants were also given the opportunity to provide any further (qualitative) 
information about their beliefs.
Section 2: 12 of the most observably frequent statements from the questionnaire 
were selected and participants rated these in order from 1 to 12, with 1 being the 
factor they considered most important for the interview process.
Section 3: Participants were given the opportunity to record any further beliefs they 
had about the interview process and to rate these beliefs from 1-10.
Part 2: Potential Interviewees Questionnaire -  oost-talk:
This was identical to the pre-talk part of the questionnaire, except the instructions 
were revised to advise participants to complete the items as they believe them to be 
true now they have heard the talk. In addition in the identical third section of the 
questionnaire, participants were asked to re-rate any of the beliefs they had recorded 
in the same section on the pre-talk part of the questionnaire.
The demographic data collection front sheet and the questionnaires (pre and post 
talk) were put together in one questionnaire pack (Appendix 1), with written
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instructions dividing the two parts of the questionnaire, advising participants that 
they should listen to the talk before completing the second part of the questionnaire.
The course team questionnaire (Appendix 2):
This questionnaire was identical (as above). However the demographic information 
sheet was not applicable and staff only completed the questionnaire once (they did 
not attend the talk). Questionnaire items were rephrased to make them applicable for 
the staff i.e. instead of Item 1: “what you wear....” (on the potential interviewees 
questionnaire), this was rephrased to read item 1: “what an interviewee wears....”. 
Item 77 was omitted as not applicable.
Procedure
Participants were invited to attend the talk (advertised via posters at the University 
and email contact with psychology groups) and initially were selected on the basis of 
their diversity, i.e. non-assistant psychologists, or non-NHS workers, as these were 
the groups considered to have the least access to information available about 
interviews. However, everyone who applied was given a place. Those who attended 
were given a verbal briefing by the researcher, before being given a questionnaire 
pack and asked to complete the demographic information and the first part of the 
questionnaire before the talk began. They were then given verbal and written 
instructions, that they should listen to the talk, complete part 2 of the questionnaire 
at the end and return the questionnaires to the researcher as they left.
Staff on the clinical psychology course were given the Staff questionnaire via their 
pigeon holes at the University and their email. This contained the written instructions 
on the purpose of the questionnaire, what it involved, how to complete and return it, 
and how to contact the researcher (Appendix 3).
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Analysis and Results 
Descriptive Statistics:
Descriptive characteristics of the 113 potential interviewees (PI) are described in 
Table 1. This demonstrates that the majority of participants were NHS assistant 
psychologist; supervised by a Clinical Psychologist; had never applied for training; had 
not attended an interview and had obtained information from other sources about 
the clinical psychology interview process.
Table 1: Descriptive Characteristics of the Potential interviewees
Characteristic Number Percentage
Job role
NHS assistant psychologist 64 56.6
Research assistant 10 8.8
Undergraduate student year 2 3 2.7
Undergraduate student year 3 9 8.0
Undergraduate student year 4 4 3.5
Postgraduate student 4 3.5
Nursing assistant/support worker 4 3.5
Other, i.e. private assistant psychologist, 15 13.3
Supervision bv a Clinical Psychologist 81 71
Number of applications for clinical training
- 0 41 36.3
- 1 39 34.5
- 2 20 17.7
-  3 21  10.6
- 4 1 0.9
Application made this year?: 94 83.2
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Number of interviews attended:
- 0 97 85.8
- 1 10 8.8
- 2 2 1.8
- 3 2 1.8
- 4 1 .9
- 5 1 .9
Information gained from various sources:
Spoken to previous trainees 79 69.9
Attended psychology groups 36 31.9
The internet 76 67.3
Other sources 31 27.4
For participants’ descriptive data on the questionnaire items, (mean belief scores, 
standard deviations (SD) and range of belief scores per item) see Appendix 4.
Statistical Analysis
Non-para metric tests were used for analysis8. These tests are less powerful and less 
likely to detect differences that may exist. In addition, due to the large number of 
items being analysed, a bonferroni correction9 was applied to calculate a more 
stringent alpha level for identifying significance.
8 The data was initially analysed to establish whether the data was normally distributed, by using the Kolmogorov- 
Smirnov statistic. This demonstrated that the majority of the data did not satisfy parametric assumptions. The 
data was then manipulated to ascertain if it was possible to transform the data so that it would satisfy parametric 
assumptions. However this was not possible due to the characteristics of the data.
9 Bonferroni correction -  For analysis within groups (potential interviewees) = 0 .000649 . For analysis between 
groups (staff /potential interviewees and within groups (staff) = 0 .000657)
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Analysis of Differences: Potential Interviewees belief ratings
The Wilcoxon signed rank tests were used to identify significant differences between 
the potential interviewees beliefs pre and post-talk on the questionnaire items and 
25 of the 77 items were identified ( Table 2). Scores highlighted in bold indicate 
belief ratings that increased, meaning that participants believed these items were 
more true of the interview process after the talk.
Table 2: Significant Differences: PI belief ratings pre/ post-talk.
Item
Number
Test Statistic 'Z', ( & 
significance)
Mean rating score SD
Pre Post Pre Post
1 -5.75 (p=8.56e-009) 7.41 8.47 1.756 1.412
8 -4.50 (p=6.90e-006) 7.91 8.83 2.252 1.433
9 -4.88 (p=1.04e-006) 4.94 3.53 2.568 2.646
12 -5.65 (p=1.60e-008) 5.5 7.52 2.497 2.504
17 -4.17 (p=2.99e-005) 8.57 9.44 1.509 1.162
18 -3.80 (p=0.000144) 7.38 8.23 1.764 1.884
20 -6.53 (p=6.38e-011) 5.42 7.44 2.764 2.079
21 -7.64 (p=2.12e-014) 7.44 9.26 1.721 .955
25 -6.95 (p=3.68e-012) 5.79 3.73 2.455 2.486
26 -3.64 (p=0.00027) 4.03 3.17 2.466 2.562
36 -3.70 (p=0.00021) 5.99 6.81 2.332 2.290
38 -8.81 (p=1.20e-018) 7.24 2.18 2.076 2.160
39 -5.61 (p=1.98e-008) 8.32 7.08 1.886 2.928
41 -4.61 (p=3.98e-006) 4.19 2.99 2.546 2.588
43 -3.81 (p=0.00013) 7.14 8.11 2.117 2.116
44 -3.50 (p=0.00046) 7.49 8.05 1.813 1.691
46 -5.28 (p=1.31e-007) 6.96 5.56 2.307 2.568
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47 -5.07 (p=4.03e-007) 2.63 1.55 2.269 1.850
49 -4.98 (p=6.28e-007) 5.20 4.05 2.733 2.807
58 -4.60 (4.15e-006) 2.55 1.32 2.244 1.786
61 -7.09 (1.38e-012) 7.42 9.41 2.155 1.164
65 -3.77 (0.000152) 3.00 4.17 2.250 2.800
67 Z=-3.71
(0.000205)
5.54 4.72 2.547 3.002
74 Z=-6.97
012)
(3.19e- 6.56 8.70 2.188 1.993
76 Z=-7.52
014)
(5.32e- 3.90 0.70 2.901 1.578
Analysis of differences: Potential Interviewees and Staff belief ratings pre /post-talk:
Mann Whitney U tests were used to analyse the differences between potential 
interviewee and staff beliefs. Pre-talk analysis highlighted significant differences on 
9 items and post-talk analysis highlighted 6 significant differences (Table 3):
Table 3: Significant differences: Potential Interviewees and Staff beliefs pre/ post- 
talk:
Item number Test statistic, T  ( & 
significance)
Mean SD
PI Staff PI Staff
Analysis 1: PI ore- 
talk and Course
Staff
12 -3.64 (p=0.00027) 5.5 1.75 2.497 1.753
24 -3.90 (p=9.70e-005) 5.91 1.5 2.513 1.852
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25 -4.15 (p=3.29e-005) 5.79 1 2.455 1.512
26 -3.90 (p=8.13e-005) 4.03 0.38 2.466 1.061
28 -3.51 (p=0.00044) 5.42 8.75 2.137 2.435
37 -3.68 (p=0.00023) 3.95 0.5 2.499 1.414
44 -3.50 (p=0.00047) 7.49 4.63 1.813 2.200
56 -3.80 (p=0.00015) 5.26 1.38 2.338 2.066
76 -3.86 (p=0.00011) 2.66 0 2.901 0.000
■
Analvsis 2: PI 
Dost-talk and  
Course staff
12 -4.23 (p=2.29e-005) 7.52 1.75 2.504 1.753
20 -3.71 (p=0.00020) 7.44 3.5 2.079 2.619
21 -3.70 (p=0.00016) 9.26 6.25 0.955 2.712
24 -3.92 (p=8.70e-005) 6.11 1.5 2.618 1.852
37 -3.56 (p=0.00037) 4.22 0.5 2.626 1.414
44 -3.95 (p=7.95e-005) 8.05 4.63 1.691 2.200
Analysis of Differences: Potential Interviewees belief ratings dependent on sub- 
samples:
Mann Whitney U tests were used to identify significant differences between potential 
interviewees belief ratings according to demographic grouping categories. There were 
no significant differences identified between Potential Interviewees ratings when 
analysed by Job Type (NHS assistant psychologist ys. all other job types); Supervision 
status (By Clinical Psychologist or not); If they had spoken to previous interviewees; If 
they had attended psychology groups; If they had read information on the internet or 
if they had previously attended an interview.
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Discrepancy analysis: Potential Interviewees and Staff belief ratings:
> Analysis of the discrepancy between staff mean belief scores and potential 
interviewee mean belief scores on items pre and post-talk demonstrated 
significant results on 15 items (Table 4).
Table 4: Significant Results: Discrepancy analysis of Staff and Potential Interviewees 
Ratings.
Item number Mean
Discrepancy 
Pre-talk (SD)
Mean
Discrepancy 
Post-talk (SD)
Z score Significance
1 1.68 (1.04) 2.14 (1.13) -3.902 9.55e-005
8 1.74 (1.54) 1.20 (0.83) -3.550 0.00038
9 3.28 (1.92) 2.42 (1.74) -3.851 0.00011
12 3.96 (2.14) 5.89 (2.20) -6.105 1.02e-009
17 1.12 (1.43) 0.607 (1.08) -4.083 4.44e-005
20 2.81 (1.82) 4.14 (1.62) -6.222 4.92e-010
21 1.77 (1.10) 3.03 (0.88) -7.566 3.84e-014
25 4.89 (2.23) 3.03 (2.09) -6.777 1.28e-011
38 2.41 (1.55) 3.30 (1.78) -4.092 4.27e-005
43 3.46 (1.80) 4.41 (1.73) -4.308 1.67e-005
46 3.83 (2.09) 2.88 (1.90) -4.459 8.23e-006
49 3.24 (1.88) 2.57 (1.79) -3.766 0.00016
61 2.30 (1.91) 0.78 (0.86) -6.513 7.35e-011
65 1.91 (1.38) 2.77 (1.94) -4.002 6.27e-005
76 3.9 (2.90) 0.70 (1.58) -7.523 5.32e-014
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Analysis of participant rankings on questionnaire factors
Table 5 shows the order the factors were ranked by staff and potential interviewees 
(mean rank in brackets), pre and post-talk. Factors ranked number 1 by participants 
was considered the most important factor at interviews. Items highlighted in bold 
indicate agreement between potential interviewees and staff post-talk, which 
includes the first 6 factors (see Appendix 5 for factor descriptions)
Table 5: Mean Ranking of factors bv Staff and Potential Interviewees.
FACTORS Staff overall rankings (& 
mean rank)
Potential Interviewee 
Overall Rankings f& 
mean rank) Dre-talk
Potential Interviewee 
Overall Rankings (& 
mean rank) Dost-talk
1 1(1.14) 1 (2.49) 1 (3.09)
2 2 (3.71) 5 (4.41) 2 (3.45)
3 3 (3.71) 2 (2.57) 3 (3.57)
4 4 (3.86) 3 (3.44) 4 (4.02)
5 5 (4.29) 4 (4.09) 5 (4.21)
6 6 (5.43) 6 (6.47) 6 (5.76)
7 7 (6.86) 7 (6.78) 8 (7.50)
8 8 (7.29) 8 (7.52) 9 (7.79)
9 9 (9.71) 9 (8.93) 7 (7.01)
10 10 (10.00) 10 (9.26) 11 (10.80)
11 11 (10.29) 11 (10.47) 10 (9.68)
12
12 (11.71) 12 (11.61)
12 (11.06)
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Qualitative Information:
Qualitative information was collected in order to provide additional information on 
participants’ beliefs. However this was not collected for the purpose of statistical 
qualitative analysis and was not analysed. All comments were documented and fed 
back to staff (Appendix 6, pg 4-5).
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Discussion
The popularity and competitiveness involved in obtaining a place on a clinical 
psychology training course has meant that information about the interview process is 
highly sought after and valued by potential interviewees. The University where this 
audit took place provided a talk to inform prospective interviewees about the 
process. The results of the audit will now be interpreted in view of the audit aims.
Effectiveness of the talk: did potential interviewees gain a more accurate 
understanding of the interview process?
There were a number of significant differences identified between potential 
interviewees beliefs pre and post-talk. By exploring these, it can be seen that the talk 
successfully altered some beliefs about the University interview process. Post-talk, 
Potential Interviewees held a more accurate idea of the University’s interview process
i.e. how long the interviews would take, how many there would be and what they 
would involve. This result was supported by the analysis of differences interpreted 
below.
Is there a difference between potential interviewees and staff beliefs about the 
interview process?
There were only a small number of differences identified between staff and potential 
interviewees beliefs pre or post-talk. This signifies that even before the talk, staff and 
potential interviewees generally held similar beliefs about the interview process. 
However before the talk, Potential Interviewees held some beliefs that were 
significantly different to Staff beliefs. The former were inaccurate beliefs about the
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interview process, e.g. the types of things they may be asked in the interview itself. 
After the talk the number of differences had reduced, although some differences 
remained between staff e.g. that interviewees should only talk about ‘psychology 
related’ work experience. In order to address this, the Course team may consider 
being more explicit about these issues in the information the course supplies about 
the interview process. In addition the discrepancy between potential interviewees and 
staff decreased post-talk on a small number of items, indicating increased agreement 
e.g. on items that described what the interviews at the University would involve. 
However on 7 items the discrepancy between staff and interviewees scores increased 
after the talk, e.g. on items such as what you wear to the interview is very important. 
Overall there were no large discrepancies identified. There were also no significant 
results on any items known to be myths or untruths when devising the questionnaire 
e.g. that staff are looking to select only white middle class females. Lastly, staff and 
potential interviewees had increased consensus on which factors are most important 
for the interview process after the talk.
Useful information for staff:
Reviewing the data collected on the front sheet of the questionnaire, indicated that 
the people who participated were at the relatively early stage of the process i.e. 
having mostly never applied or applied once and had not previously attended an 
interview. A large percentage had also made efforts to find out about the interview 
process via the internet or by speaking to people who had been through the process. 
This indicates that people are keen to find out information about the interview 
process and perhaps do not feel they are getting enough information directly from the 
courses themselves.
Additionally the analysis of this data (such as by job type, or psychology group 
attendance) indicated that these factors have no significant influence on Potential
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Interviewees knowledge of the interview process. Therefore it is important to make 
accurate information available to as many groups as possible, including assistant 
psychologists or psychology groups, as similar beliefs are held by all, accurate or 
inaccurate.
Lastly there was a range of belief ratings given within the staff team, indicating a lack 
of consensus within the team on the interview process.
Feedback
The results of this audit were fed back to the course team in June 2005, in the form 
of a presentation in the course team meeting. The results were summarised in a 
handout for staff with key summaries and recommendations highlighted. (See 
Appendix 6 for course team handout and Appendix 7 for thank you letter).
The recommendations were:
4* Course staff should discuss the interview process to ensure consensus of their 
beliefs, particularly for current topical issues, e.g. increasing diversity amongst 
trainees; suitability of trainees who have experienced mental health 
difficulties.
4* Course staff should discuss how explicit and detailed they wish to make 
information about the interview process -  to be viewed in the course 
handbook, on the University Website, on in fact sheets (e.g. Papworth, 2004).
When making the above decision, Course staff should consider that Potential 
Interviewees are attempting to access information about the interview process 
from a number of sources, e.g. previous interviewees and the internet, which
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may result in inaccurate information being supplied and people being 
dissuaded from applying.
Course staff should consider the relative success of the Admissions tutors talk 
in increasing Potential Interviewees knowledge of the Interview process, and 
aim to continue to educate Potential Interviewees in this way.
The feedback meeting generated further ideas for how the course team could use the 
findings of this audit and make changes to current practice (see Appendix 8)
Finally it is important to highlight matters of critique for this audit. Most importantly, 
data was not collected on gender, age, ethnicity etc. In the current climate, where 
courses are considering the importance of diversity this information would have been 
extremely useful. Future audits should aim to collect this data. There were also some 
academic beliefs or myths that were not included in the questionnaire for example, 
“you must have a first degree to be considered for an interview”. Data on extra 
qualifications would also have been useful for example MSc, PhD’s etc and the 
importance people place on this. This audit should be repeated in the future, to 
continue to ensure the effectiveness of the informative talk given. The consensus of 
staff beliefs should be considered an important part of the data collected and if there 
is non consensus these issues should be addressed.
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4. Descriptive statistics for participants
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6. Course team feedback handout
7. Thank you letter from course team
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Appendix 1:
Potential Interviewees Questionnaire Pack
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Student/Graduate Questionnaire
Audit of Talk on the Clinical Psychology Training Interview Process
February 2005
Thank you for filling in this questionnaire. We hope to use what we learn from it to provide more useful 
information in the future to people applying and attending interviews for clinical psychology courses. By 
filling it in and handing it back you are giving your permission for the information to be used in this way. 
Thank you for your help.
1. What is your current job?
□ NHS Assistant Psychologist □ Research Assistant □ Undergraduate Student (Please
give year ) □ Postgraduate Student DNursing Assistant I Support Worker □ Voluntary
work
□ Unemployed □ Other........................................... (Please give job title)
2. Are you supervised by a clinical psychologist? Yes I No (Please circle)
3. How many times have you applied for Clinical Psychology Training?
□0 D1 □ 2 □ 3 D4+
4. Have you applied for Clinical Psychology Training this year? Yes I No (Please circle)
5. Have you had any interviews for Clinical Psychology Training Courses? (Please mark 
correct option below)
□0 D1 D2 D3 D4 D5 D6 D7 D8 + ....................(please state number)
6. Have you spoken to any previous interviewees about Clinical Psychology Training 
Interviews? Yes I No (Please circle)
7. Have you attended any other psychology groups/talks about Clinical Psychology 
Training Interviews? Yes/ No (Please circle)
8. Have you read any information about Clinical Psychology Training Interviews on the 
Internet? Yes/No (Please circle)
9. Have you been given/obtained any information about Clinical Psychology Training 
Interviews from sources other that the courses or those listed above? Yes I No
(Please circle)
Please give details
142
E Cotterill Service Related Research Project Appendices
10. If you have already attended any interviews how useful was the information you received 
prior to interview?
a) speaking to previous interviewees: useful/ not useful/ not applicable
b) attending psychology groups/talks: useful/ not useful/ not applicable
c) reading information on internet : useful/ not useful/ not applicable
d) information from other sources : useful/ not useful/not applicable
Please give
details:.............................................................................................................. ...........................
Please read the instructions (A and B) and then complete the rest of this questionnaire:
A) Please read each statement below and rate each statement with a score of 0-10 (in the belief 
score column below) representing how strongly you believe it to be true about the interview process.
0    10
You strongly believe You strongly believe
this statements is NOT this statement IS true
true of the interview process of the interview process
B) If you would like to provide details on your beliefs about a particular statement then please tick 
the right hand box marked ‘details’ and then provide your information at the end of the 
questionnaire in the spaces provided. Any information you can provide will be extremely useful in 
providing accurate information for interviewees in the future.
Qu
No:
Statements Belief
Score
Details
1. What you wear to an interview is very important
2. You must be able to talk about at least 2 psychology models you have used 
in your work
3. The interview process is fair
4. You must know all about NHS white papers, National Service Frameworks, 
policies, Department of Health guidelines, etc
5. It is okay to talk about your undergraduate dissertation when asked about 
research
6. You mustn’t talk about negative life experiences
7. The course team will make their selection based only on your interview
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Qu
No:
Statements Belief
Score
Details
8. The interview process usually involves two interviews, a research/academic 
interview and a clinical/ personal interview
9. You will be asked to do a presentation
10. The course team want to find out about you as a person, rather that what 
you have been doing
11. You mustn’t talk about other careers you have had, or have considered.
12. You should mention particular terms in your interview i.e. scientist 
practitioner or reflective practitioner
13. If you don’t know an answer to a question you won’t be offered a place on 
the course.
14. You must know and be able to talk about all the research designs and 
statistics you learnt in your undergraduate degree.
15. The course team are looking for serious motivation and commitment to 
Clinical Psychology
16. You have to be careful what you say in the room when you are waiting for 
interviews when there are current trainees or staff members present.
17- You can ask the interviewer to re-phrase a question if you are not sure you 
understand.
18. You will be asked about issues of carrying out research in the NHS
19. You have to do well in all aspects of the interview process to be considered 
for selection
20. It is very important to wear a suit at interview
21. At the interview you will be asked about an author or theory that has 
influenced you.
22. You do not need to know about the history of clinical psychology or be able 
to talk about any current or potential future developments in clinical 
psychology
23. You must appear lively and extrovert in the interviews.
24. You must be able to talk about at least 2 clients and the psychological work 
you have carried out with them
25. You may be asked about the difference between psychology and psychiatry
26. You should try and find out who your interviewers are and then read any 
work they might have done so you can mention it at interview
27. Course staff are mainly looking to select white, middle class females in their 
mid twenties
28. During the interview process you will usually be asked to do a written 
exercise
29. You don’t have to talk about all your experience, or go into detail about your 
experience if you have written it on your application form.
30. The interviewers are all course team members.
31. You can make jokes in the interview
32. You will be asked about a difficult time in your life and how you overcame it
33. You won’t be asked about your undergraduate degree
34. If you can’t talk about extensive NHS experience you won’t be offered a 
place on the course.
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Qu
No:
Statements Belief
Score
Details
35. You must be able to talk about your personal strengths and weaknesses
36. Stick to answering the question, interviewers don’t like you to talk too much
37. You should only talk about your ‘psychology related’ work experience at 
interview.
38. You should have some questions to ask at the end of the interview.
39. It is always important to ask for feedback from your interview
40. The interviewers are very nice to you and try to make it as pleasant an 
experience as possible
41. You should do something or wear something at interview that will make you 
stand out
42. Always try and say what you have learnt from a situation
43. You will be given one or more clinical vignettes
44. The interview process is about demonstrating your experience in clinical 
practice and research.
45. You have to know all about issues of diversity and equal opportunities
46. It is very important to prepare your answers before the interviews
47. It is good to show your own style, e.g. informal clothes, dreadlocks, 
piercings, bright clothes and not fit to the typical ‘trainee’ type.
48. You will be asked how you deal with difficult situations and difficult clients
49. The course team already have an idea of who they want to select before 
you come for interview
50. You should be able to talk about a case you have worked on when things 
went well/badly
51. It is best to be honest if you don’t know the answer to a question.
52. If you are male, a mature student, from an ethnic minority or have a 
disability you have more chance of being selected
53. Don’t talk about anything you have done wrong in your experiences.
54. You will be asked about your family
55. Talking about a year out travelling is not advised as it doesn’t show 
commitment to psychology
56. You will be asked about Agenda for Change
57. Non British students are not likely to be selected from interview
58. You won’t be asked to talk about any psychological journal articles.
59. It is important to have interesting and varied hobbies to talk about
60. You have to talk about very personal information about yourself
61. The interviewers have a strict time schedule they have to keep to for each 
interview
62. It is good to talk about any mental health difficulties you may have 
experienced, at the interview.
63. You must have a good unique reason to explain why you want to be a 
clinical psychologist.
64. Clinical Experience is more important to be able to talk about than research 
at interview
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Qu
No:
Statements Belief
Score
Details
65. You need to be able to do statistics in the interview
66. You have to prepare differently for different Clinical courses’ interviews
67. You will be asked to explain any poor academic grades at interview
68. You should only talk about Assistant Psychologist or Research Assistant 
experience at interview (rather than nursing, social work etc)
69. Interviewers want to hear that you are highly knowledgeable and competent 
in all areas: e.g. academic, clinical, and research.
70. You should not wear too much jewellery at interview
71. However well you do at interview, your academic and clinical referees are 
more important in deciding who gets offered a place.
72. Interviewers can tell if you have prepared your answers
73. If you have been interviewed once and not selected, you will not be selected 
for interview again
74. You will be given a research vignette and asked to design a research study 
to investigate a clinical issue.
75. It is okay to show emotions e.g. crying, in the interview, e.g. if asked about a 
difficult time in your life
76. Each Interview takes over an hour
77. My current knowledge about clinical psychology training interviews 
discourages me from applying for clinical training.
Please give any details about your beliefs towards any of the statements above. Please indicate the 
question number of each statement you are writing about:
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Please number the following factors in the order you think they are important at interviews 
for clinical training courses. 1 is the most important.
□ Showing a lively and 
extrovert personality
□ Mentioning key terms like 
scientist-practitioner
□ Being able to talk about 
research designs, do 
statistics etc
□ Demonstrating your 
knowledge of 
psychological models and 
theories
□ Showing you have 
learned from your 
experiences
□ Fitting the typical trainee 
type, i.e. dressing 
conservative, female, white, 
mid twenties etc
□ Talking about your 
clinical experience
□ Knowledge of 
professional issues, NHS 
papers, polices etc
□ Talking about yourself, 
strengths and weaknesses, 
personal experiences etc
□ Showing commitment 
and dedication to clinical 
psychology
□ Wearing a suit □ Asking questions at the 
end of the interview
Please write down any thing that you have heard about the interview stage, that might 
help you get selected from interview of that might count against you. Please rate, as a 
score out of 10, how strongly you believe each of the statements
10
You strongly believe You strongly believe
this statements is NOT this statement IS true
true of the interview process of the interview process
Statement Belief Score
e.g. 1 heard that you have to wear a suit 9
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You have now finished the first part of this questionnaire.
XXXXXX will now present his talk on the Interview Process for 
Clinical Psychology Training Courses.
You will be directed to complete the second part of this 
questionnaire once the talk is finished.
Please do not turn over the page until the talk is finished.
Please hand in this questionnaire when it is completed, before you 
leave.
Thank you
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This is the second part of this audit questionnaire:
The second part of this audit questionnaire is mostly the same as the first part. However please 
now answer the statements as you believe them to be true now you have heard this talk on Clinical 
Psychology interviews.
Please read the instructions (A and B) and then complete the rest of this questionnaire:
A) Please read each statement below and rate each statement with a score of 0-10 (in the belief 
score column below) representing how strongly you believe it to be true about the interview process.
-10
You strongly believe You strongly believe
this statements is NOT this statement IS true
true of the interview process of the interview process
B) If you can provide details on your beliefs about a particular statement then please tick the right 
hand box marked ‘details’ and then provide your information at the end of the questionnaire in the 
spaces provided. Any information you can provide will be extremely useful in providing accurate 
information for interviewees in the future.
Qu
No:
Statements Belief
Score
Details
1. What you wear to an interview is very important
2. You must be able to talk about at least 2 psychology models you have 
used in your work
3. The interview process is fair
4. You must know all about NHS white papers, National Service 
Frameworks, policies, Department of Health quidelines, etc
5. It is okay to talk about your undergraduate dissertation when asked about 
research
6. You mustn’t talk about negative life experiences
7. The course team will make their selection based only on your interview
8. The interview process usually involves two interviews, a 
research/academic interview and a clinical/ personal interview
9. You will be asked to do a presentation
10. The course team want to find out about you as a person, rather that what 
you have been doing
11. You mustn’t talk about other careers you have had, or have considered.
12. You should mention particular terms in your interview i.e. scientist 
practitioner or reflective practitioner
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Qu
No:
Statements Belief
Score
Details
13. If you don’t know an answer to a question you won’t be offered a place on 
the course.
14. You must know and be able to talk about all the research designs and 
statistics you learnt in your undergraduate degree.
15. The course team are looking for serious motivation and commitment to 
Clinical Psychology
16. You have to be careful what you say in the room when you are waiting for 
interviews when there are current trainees or staff members present.
17. You can ask the interviewer to re-phrase a question if you are not sure 
you understand.
18. You will be asked about issues of carrying out research in the NHS
19. You have to do well in all aspects of the interview process to be 
considered for selection
20. It is very important to wear a suit at interview
21. At the interview you will be asked about an author or theory that has 
influenced you.
22. You do not need to know about the history of clinical psychology or be 
able to talk about any current or potential future developments in clinical 
psychology
23. You must appear lively and extrovert in the interviews.
24. You must be able to talk about at least 2 clients and the psychological 
work you have carried out with them
25. You may be asked about the difference between psychology and 
psychiatry
26. You should try and find out who your interviewers are and then read any 
work they might have done so you can mention it at interview
27. Course staff are mainly looking to select white, middle class females in 
their mid twenties
28. During the interview process you will usually be asked to do a written 
exercise
29. You don’t have to talk about all your experience, or go into detail about 
your experience if you have written it on your application form.
30. The interviewers are all course team members.
31. You can make jokes in the interview
32. You will be asked about a difficult time in your life and how you overcame 
it
33. You won’t be asked about your undergraduate degree
34. If you can’t talk about extensive NHS experience you won’t be offered a 
place on the course.
35. You must be able to talk about your personal strengths and weaknesses
36. Stick to answering the question, interviewers don’t like you to talk too 
much
37. You should only talk about your ‘psychology related’ work experience at 
interview.
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Qu
No:
Statements Belief
Score
Details
38. You should have some questions to ask at the end of the interview.
39. It is always important to ask for feedback from your interview
40. The interviewers are very nice to you and try to make it as pleasant an 
experience as possible
41. You should do something or wear something at interview that will make 
you stand out
42. Always try and say what you have learnt from a situation
43. You will be given one or more clinical vignettes
44. The interview process is about demonstrating your experience in clinical 
practice and research.
45. You have to know all about issues of diversity and equal opportunities
46. It is very important to prepare your answers before the interviews
47. It is good to show your own style, e.g. informal clothes, dreadlocks, 
piercings, bright clothes and not fit to the typical ‘trainee’ type.
48. You will be asked how you deal with difficult situations and difficult clients
49. The course team already have an idea of who they want to select before 
you come for interview
50. You should be able to talk about a case you have worked on when things 
went well/badly
51. It is best to be honest if you don’t know the answer to a question.
52. If you are male, a mature student, from an ethnic minority or have a 
disability you have more chance of being selected
53. Don’t talk about anything you have done wrong in your experiences.
54. You will be asked about your family
55. Talking about a year out travelling is not advised as it doesn’t show 
commitment to psychology
56. You will be asked about Agenda for Change
57. Non British students are not likely to be selected from interview
58. You won’t be asked to talk about any psychological journal articles.
59. It is important to have interesting and varied hobbies to talk about
60. You have to talk about very personal information about yourself
61. The interviewers have a strict time schedule they have to keep to for each 
interview
62. It is good to talk about any mental health difficulties you may have 
experienced, at the interview.
63. You must have a good unique reason to explain why you want to be a 
clinical psychologist.
64. Clinical Experience is more important to be able to talk about than 
research at interview
65. You need to be able to do statistics in the interview
66. You have to prepare differently for different Clinical courses’ interviews
67. You will be asked to explain any poor academic grades at interview
68. You should only talk about Assistant Psychologist or Research Assistant 
experience at interview (rather than nursing, social work etc)
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Qu
No:
Statements Belief
Score
Details
69. Interviewers want to hear that you are highly knowledgeable and 
competent in all areas: e.g. academic, clinical, and research.
70. You should not wear too much jewellery at interview
71. However well you do at interview, your academic and clinical referees are 
more important in deciding who gets offered a place.
72. Interviewers can tell if you have prepared your answers
73. If you have been interviewed once and not selected, you will not be 
selected for interview again
74. You will be given a research vignette and asked to design a research 
study to investigate a clinical issue.
75. It is okay to show emotions e.g. crying, in the interview, e.g. if asked 
about a difficult time in your life
76. Each Interview takes over an hour
77. My current knowledge about clinical psychology training interviews 
discourages me from applying for clinical training.
Please give any details about your beliefs towards any of the statements above. Please indicate the 
question number of each statement you are writing about:
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Please number the following factors in the order you think they are important at interviews for 
clinical training courses, 1 is the most important.
□ Showing a lively and 
extrovert personality
□ Demonstrating your 
knowledge of 
psychological models 
and theories
□ Talking about your 
clinical experience
□ Showing commitment 
and dedication to clinical 
psychology
□ Mentioning key terms like 
scientist-practitioner
□ Knowledge of 
professional issues, NHS 
papers, polices etc
□ Being able to talk about 
research designs, do 
statistics etc
□ Fitting the typical trainee 
type, i.e. dressing 
conservative, female, white, 
mid twenties etc
□ Talking about yourself, 
strengths and weaknesses, 
personal experiences etc
□ Asking questions at the 
end of the interview
□ Wearing a suit
□ Showing you have 
learned from your 
experiences
Please re-write any statements that you listed in this section in the first part of the questionnaire, 
and re-rate, as a score out of 10, how strongly you now believe each of the statements
10
You strongly believe You strongly believe
this statements is NOT this statement IS true
true of the interview process of the interview process
Statement Belief Score
e.g. 1 heard that you have to wear a suit 9
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Thank you very much for you contribution and participation in this 
audit project. Please now hand this in to the facilitators of this 
talk.
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Appendix 2
Course Staff Questionnaire
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Audit of Talk on Clinical Psychology Training Interview Process February 
2005
Thank you for filling in this questionnaire. We hope to use what we learn from it to provide more 
useful information in the future to people applying and attending interviews for clinical psychology 
courses. By filling it in and handing it back you are giving your permission for the information to 
be used in this way. Thank you for your help.
Please read the instructions (A and B) and then complete the rest of this questionnaire:
A) Please read each statement below and rate each statement with a score of 0-10 (in the belief 
score column below) representing how strongly you believe it to be true about the interview 
process.
0  10
You strongly believe You strongly believe
this statements is NOT this statement IS true
true of the interview process of the interview process
B) If you can provide details on your beliefs about a particular statement then please tick the right hand 
box marked ‘details’ and then provide your information at the end of the questionnaire in the spaces 
provided. Any information you can provide will be extremely useful in providing accurate information for 
interviewees in the future.
Qu
No:
Statements Belief
Score
Details
1. What interviewees wear to an interview is very important
2. Interviewees must be able to talk about at least 2 psychology models they 
have used in their work
3. The interview process is fair
4. Interviewees must know all about NHS white papers, National Service 
Frameworks, policies, Department of Health guidelines, etc
5. It is okay for interviewees to talk about their undergraduate dissertation when 
asked about research
6. Interviewees mustn’t talk about negative life experiences
7. The course team will make their selection based only on the interview
8. The interview process usually involves two interviews, a research/academic 
interview and a clinical/ personal interview
9. Interviewees will be asked to do a presentation
10. The course team want to find out about the interviewee as a person, rather 
that what they have been doing
11. Interviewees mustn’t talk about other careers they’ve have had, or have 
considered.
12. Interviewees should mention particular terms in their interview i.e. scientist 
practitioner or reflective practitioner
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Qu
No:
Statements Belief
Score
Details
13. If an interviewees don’t know an answer to a question they won’t be offered a 
place on the course.
14. Interviewees must know and be able to talk about all the research designs and 
statistics they learnt in their undergraduate degree.
15. The course team are looking for serious motivation and commitment to 
Clinical Psychology
16. Interviewees have to be careful what they say in the room when they are 
waiting for interviews when there are current trainees or staff members 
present.
17. Interviewees can ask the interviewer to re-phrase a question if they are not 
sure they understand.
18. Interviewees will be asked about issues of carrying out research in the NHS
19. Interviewees have to do well in all aspects of the interview process to be 
considered for selection
20. It is very important to wear a suit at interview
21. At the interview, interviewees will be asked about an author or theory that has 
influenced them.
22. Interviewees do not need to know about the history of clinical psychology or 
be able to talk about any current or potential future developments in clinical 
psychology
23. Interviewees must appear lively and extrovert in the interviews.
24. Interviewees must be able to talk about at least 2 clients and the psychological 
work they have carried out with them
25. Interviewees may be asked about the difference between psychology and 
psychiatry
26. Interviewees should try and find out who their interviewers are and then read 
any work they might have done so that they can mention it at interview
27. Course staff are mainly looking to select white, middle class females in their 
mid twenties
28. During the interview process interviewees will usually be asked to do a written 
exercise
29. Interviewees don’t have to talk about all their experience, or go into detail 
about their experience if they have written it on their application form.
30. The interviewers are all course team members.
31. Interviewees can make jokes in the interview
32. Interviewees will be asked about a difficult time in their life and how they 
overcame it
33. Interviewees won’t be asked about their undergraduate degree
34. If interviewees can’t talk about extensive NHS experience they won’t be 
offered a place on the course.
35. Interviewees must be able to talk about their personal strengths and 
weaknesses
36. Stick to answering the question, interviewers don’t like interviewees to talk too 
much
37. Interviewees should only talk about their ‘psychology related’ work experience 
at interview.
38. Interviewees should have some questions to ask at the end of the interview.
39. It is always important for interviewees to ask for feedback from interview
40. The interviewers are very nice and try to make it as pleasant an experience as 
possible
41. interviewees should do something or wear something at interview that will 
make them stand out
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Qu
No:
Statements Belief
Score
Details
42. Interviewees should always try and say what they have learnt from a situation
43. Interviewees will be given one or more clinical vignettes
44. The interview process is about demonstrating experience in clinical practice 
and research.
45. Interviewees have to know all about issues of diversity and equal opportunities
46. It is very important to prepare answers before the interviews
47. It is good for interviewees to show their own style, e.g. informal clothes, 
dreadlocks, piercings, bright clothes and not fit to the typical ‘trainee’ type.
48. Interviewees will be asked how they deal with difficult situations and difficult 
clients
49. The course team already have an idea of who they want to select before 
interview
50. Interviewees should be able to talk about a case they have worked on when 
things went well/badly
51. It is best for interviewees to be honest if they don’t know the answer to a 
question.
52. If interviewees are male, a mature student, from an ethnic minority or have a 
disability they have more chance of being selected
53. Interviewees shouldn’t talk about anything they have done wrong in their 
experiences.
54. Interviewees will be asked about their family
55. Talking about a year out travelling is not advised as it doesn’t show 
commitment to psychology
56. Interviewees will be asked about Agenda for Change
57. Non British students are not likely to be selected from interview
58. Interviewees won’t be asked to talk about any psychological journal articles.
59. It is important to have interesting and varied hobbies to talk about
60. Interviewees have to talk about very personal information about themselves
61. The interviewers have a strict time schedule they have to keep to for each 
interview
62. It is good for interviewees to talk about any mental health difficulties they may 
have experienced, at the interview.
63. Interviewees must have a good unique reason to explain why they want to be 
a clinical psychologist.
64. Clinical Experience is more important to be able to talk about than research at 
interview
65. Interviewees need to be able to do statistics in the interview
66. Interviewees have to prepare differently for different Clinical courses’ 
interviews
67. Interviewees will be asked to explain any poor academic grades at interview
68. Interviewees should only talk about Assistant Psychologist or Research 
Assistant experience at interview (rather than nursing, social work etc)
69. Interviewers want to hear that interviewees are highly knowledgeable and 
competent in all areas: e.g. academic, clinical, and research.
70. Interviewees should not wear too much jewellery at interview
71. However well interviewees do at interview, their academic and clinical 
referees are more important in deciding who gets offered a place.
72. Interviewers can tell if interviewees have prepared their answers
73. If interviewees have been interviewed once and not selected, they will not be 
selected for interview again
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Qu
No:
Statements Belief
Score
Details
74. Interviewees will be given a research vignette and asked to design a research 
study to investigate a clinical issue.
75. It is okay to show emotions e.g. crying, in the interview, e.g. if asked about a 
difficult time in their life
76. Each Interview takes over an hour
Please give any details about your beliefs towards any of the statements above. Please indicate 
the question number of each statement you are writing about:
Please number the following factors in the order you think they are important at interviews for 
clinical training courses. 1 is the most important.
□ Showing a lively and 
extrovert personality
□ Mentioning key terms like 
scientist-practitioner
□ Being able to talk about 
research designs, do 
statistics etc
□ Demonstrating your 
knowledge of psychological 
models and theories
□ Showing you have 
learned from your 
experiences
□ Fitting the typical trainee 
type, i.e. dressing 
conservative, female, white, 
mid twenties etc
□ Talking about your clinical 
experience
□ Knowledge of 
professional issues, NHS . 
papers, polices etc
□ Talking about yourself, 
strengths and weaknesses, 
personal experiences etc
□ Showing commitment and 
dedication to clinical 
psychology
□ Wearing a suit □ Asking questions at the 
end of the interview
Thank you for completing this audit questionnaire.
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Appendix 3
Course Staff Letter/ Instructiens
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Dear Course Team Member
RE: Clinical Psychology Doctorate Course Year 1: Service Related Research Project: 
Audit of talk to potential interviewees for clinical psychology training
My service related research project involves auditing a talk given by XXXXXXXX to people 
interested in finding out more about the Clinical Psychology Interview Process.
As part of this project we are looking at the beliefs of potential interviewees on what the interview 
process involves, what the course team are looking for and what ‘rules’ potential interviewees 
believe they need to follow to be selected from interview.
We are interested in comparing these views with those of the course team to ascertain how 
accurate potential interviewees’ beliefs are.
This data will help the University of XXXXXX course in providing information to potential 
interviewees and dispelling any myths that are currently present about the interview process. It 
may also help in discovering why some people apply for Clinical Training and why others are 
discouraged from doing so.
I would be very grateful if you could complete the questionnaire attached and return it to XXXX.
If you would prefer not to complete the questionnaire please let me know.
Please do not hesitate to email me if you have any questions.
Many thanks
* * * * * * * * * * * * * * * * * * *
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Appendix 4
Descriptive Statistics for Participants
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The following table displays all participants1 descriptive data on the questionnaire items, 
including mean belief scores, standard deviations (SD) and range o f belief scores per 
item. Potential Interviewee belief scores, typically show a wide range o f  scores on each 
item i.e. 0-10, whereas Staff belief scores show a more limited range.
Table A: Descriptive Information for all participants on the questionnaire:
Number
(SD)
Range
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Appendix 5
Description of Factors
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Description of Factors:
1 Showing you have learnt from your experiences
2 Demonstrating your knowledge of psychological models and theories
3 Showing commitment and dedication to clinical psychology
4 Talking about yourself - strengths and weaknesses, personal experiences etc
5 Talking about your clinical experience
6 Being able to talk about research designs, do statistics
7 Knowledge o f professional issues, NH S papers, policies
8 Showing a lively and extrovert personality
9 Mentioning key terms like scientist practitioner
10 Asking questions at the end o f the interview
11 Wearing a suit
12 Fitting the trainee type i.e. dressing conservative, female white, mid twenties 
etc.
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Cpurse Team Feedback Handeut
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Service Related Research Project. PsychD in Clinical Psychology :Year 1
Audit of clinical psychology interviews informative talk to potential 
interviewees for clinical psychology training.
Objective, - aims to:
1. To audit the effectiveness of the talk to potential interviewees: to find out if potential interviewees
have a more accurate understanding of the interview process after they have attended the talk.
2. To identify if there is a difference between what potential interviewees believe about the interview
process and the course team’s beliefs, to see if there any myths or misconceptions.
3. To provide the course with useful information on potential interviewees views, which can be used to 
guide the content of course literature and information given to potential interviewees in the future.
Design, - Pre and post non experimental descriptive design
Setting, - Data was collected at a talk given by the XXXXXXXXXXXX, Admissions tutor, to prospective 
interviewees for clinical psychology training
Participants, -113 potential interviewees who attended the talk participated in this audit. 8 staff members of 
the Clinical Psychology course at the University also participated.
Outcome measure, - A questionnaire was designed by incorporating information about the interview 
process collected from a number of sources e.g. undergraduates at the University of XXXXX; graduates 
interested in clinical psychology known to author; psychology internet websites, written materials made 
available to potential interviewees; University of XXXXX literature on interviews. There were 77 items on the 
questionnaire for participants (potential interviewees) to rate their belief in from 0-10. There were also 12 of 
the most common statements/beliefs selected, which participants had to rank in order from 1-12 (1 being 
most important factor for interview process). This questionnaire was completed both before and after the 
talk. Course staff also completed an identical questionnaire, although this had 1 less item as it was not 
applicable to course staff.
Statistical Analysis -  Descriptive information was collected, as well as qualitative and non qualitative data. 
Non parametric tests10 were used as the data did not satisfy parametric assumptions and could not be 
successfully transformed into parametric data. The data was analysed between groups -  to identify any 
significant difference between potential interviewees scores before and after the talk, and between potential 
interviewees scores and staff scores. The potential interviewees scores were also analysed for differences 
within groups -  i.e. job type, number of times applied, etc. Finally a discrepancy analysis was carried out to 
identify if the discrepancy between staff and potential interviewees scores decreased after the talk. It is 
important to note that as non parametric tests were used these are not as powerful and so may not identify 
as many significant results as may be present.
10 It is important to note that as non parametric tests were used these are not as powerful and so may not identify as 
many significant results as may be present.
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Results of Audit
Information on participants:
>  127 people attended the talk (approximately 112 females and 15 males (unfortunately this data was 
not officially collected)).
>  Questionnaires were completed by 113 potential interviewees and 8 clinical psychology staff team 
members.
Of the 113 potential interviewees:
- 56.6% were NHS assistant psychologists
- 71 % were supervised by a Clinical Psychologist
36.3% had never applied for clinical psychology training before and 34% had applied once
- 83.2% had applied this year
- 85.5% had never attended an interview
69.9% had spoken to previous interviewees about the clinical psychology training process
- 68.1 % hadn’t attended any graduate psychology groups
67.3% had read information about the clinical psychology training process from the internet.
Key summary: This information suggests that the people participating in this audit were interested in
clinical psychology but were at the early stage of the process i.e. having mostly never applied or applied 
once. A large percentage had also made efforts to find out about the interview process via the internet or by 
speaking to people who had been through the process. This indicates that people are keen to find out 
information about the interview process and perhaps do not feel they are getting enough information directly 
from the courses themselves as they are attempting to find out information elsewhere.
Therefore, the University o f XXX may wish to consider how clear, detailed or explicit they wish to make their 
information about the interview process, to satisfy potential interviewees. The difficulty may be that with 
minimal information available to potential interviewees, they may search for information elsewhere and may 
obtain inaccurate or misleading beliefs about the process that may dissuade them from applying.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
Analysis of belief ratings on the items of questionnaire
> Potential Interviewee responses before and after the talk:
- Analysis highlighted significant differences in the belief ratings on 25 out of the 77 items. 
Reviewing the mean belief scores on these items indicated that after the talk Potential 
Interviewees held a more accurate idea of the XXX interview process i.e. how long the 
interviews would take, how many there would be and what they would involve.
- An important result to note was that the average potential interviewees rating for the following 
statement was slightly reduced after the talk: “My current knowledge about clinical psychology 
training interviews discourages me from applying for clinical training”. This indicates that
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potential interviewees felt slightly encouraged about applying after the talk. However this was 
not a statistically significant result.
Key Summary -  The talk successfully significantly altered some beliefs about the University o f XXX 
interview process giving Potential Interviewees a more accurate understanding.
>  Potential Interviewees responses verses Course Staff responses before the talk:
- Analysis highlighted significant differences on 9 items. Reviewing the mean belief scores on 
these items in each group this demonstrated that Potential Interviewees believed some things 
about the interview process which were inaccurate, for example, the types of things they may 
be asked in the interview itself. However it is important to note though that although they may 
have held inaccurate beliefs about the XXX interview process, they may have been correct for 
other Courses interview processes.
Key Summary -  Before the talk Potential Interviewees held some inaccurate beliefs, that were significantly 
different to Course Staff beliefs.
>  Potential Interviewees responses verses Course Staff responses after the talk.
Analysis highlighted some significant differences, shown in the table below:
Table 1: Mean belief ratings of items rated significantly differently by Potential Interviewees and Course Staff 
after the talk.
Item
no
Statement Staff mean 
response
Interviewees 
mean responses 
before talk
Interviewees 
mean 
response 
after talk.
12 Mentioning key terms in interview is important i.e. 
scientist practitioner
1.75 5.5 7.52
20 It is important to wear a suit 3.5 5.42 7.44
21 Interviewees will be asked about an author or theory 
that has influenced them
6.25 7.44 9.26
24 Interviewees must be able to talk about at least 2 clients 
and the psychological work they have carried out.
1.5 5.91 6.11
37 Interviewees should only talk about psychology related 
experience
0.5 3.95 4.22
44 The interview process is about demonstrating 
experience in clinical practice & research.
4.63 7.49 8.05
Key summary: These results demonstrate that there are differences between staff and Potential 
Interviewee beliefs about the interview process after the talk. These need to be addressed by the Course 
team to ensure there is a consensus on these issues and also the Course team may consider being more 
explicit about these issues in the information the course supplies about the interview process may b e .
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Analysis within the potential interviewees belief ratings:
>  There were no significant differences identified between Potential Interviewees ratings when 
analysed by Job Type (NHS assistant vs. other); Supervision status (By Clinical Psychologist or 
not); If they had spoken to previous interviewees; If they had attended psychology groups; If they 
had read information on the internet; If they had previously attended an interview.
- There was one significant difference between undergraduates and post graduates before the 
talk in their knowledge of the research interview -  postgraduates had a better understanding of 
what this would involve.
Key Summary : This indicates that these factors have no significant influence on Potential Interviewees 
knowledge and understanding o f the interview process. This may suggest that it is important to make 
accurate information available to as many groups as possible, including assistant psychologists or 
psychology groups, as similar beliefs are held by all, both inaccurate and inaccurate.
Discrepancy analysis between Potential interviewees and Course Staff belief ratings:
> Analysis of the discrepancy between staff means scores and participants scores on items before 
after the talk demonstrated some significant results. On 8 items the discrepancy between potential 
interviewees and staff scores decreased after the talk indicating increased agreement in 
participants ratings, for example on items that described what the interviews at the University of 
XXX would involve. However on 7 items the discrepancy between staff and interviewees scores 
increased after the talk, for example on items such as what you wear to the interview is very 
important, or that mentioning key terms in the interview is very important.
Key Summary: The talk was successful in decreasing the discrepancy between Potential Interviewees and 
Course staff ratings on a small number of items. It is important to note that there were no large 
discrepancies between potential interviewees and staff beliefs. There were also no significant results on any 
items known to be myths or untruths when devising the Questionnaire.
Qualitative information: 
Potential Interviewees beliefs as recorded on the questionnaires:
o Have to have at least 2 years experience as an Assistant Psychologist to get; Must have an 
Assistant Psychologist post; Only experience as an NHS assistant will get you an interview 
o The process puts person under tremendous pressure and stress
o The general consensus is it is not good to disclose mental health experience; You shouldn’t talk 
about previous personal mental health problems 
o Showing nerves/anxiety is not good
o You have less chance of being selected if you are from an ethnic minority; Minority groups have the 
advantage
o You are disadvantaged if you are a white female, this counts against you
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o You must have knowledge of NHS papers and NSF’s
o Being a mature student is a disadvantage
o If you are newly graduated it is harder to get on the course
o You must have clinical experience
o NHS experience is very important
o If you have no research experience you won’t be selected
o The process isn’t fair
o Over preparing is a disadvantage
o The panel plant people in waiting room to hear what is discussed outside of interview
o It is not clear how process is weighed -  between the application, references, interview -  it would be
useful to know this; Your chances of getting on the course rely disproportionately on the interview 
o If you have worked with Learning Disabilities it is easier to get on the course
o You have to have good A levels; If you have bad A level grades you have no chance
o It helps if you can stand out academically - 1 st, PhD, MSc
o It helps if the panel know one of your referees; Excellent referees are needed; Having a well known
and well respected referee will help you 
o Interviewers already have preset idea who they are taking on the course before interview
o It helps if unusual or interesting background i.e. previous career
o You rarely get accepted from your 1st application
o They try to make you cry
o Very little is known about the interview process
o You should try and argue with interviewers
Key Summary: It is important for Course staff members to discuss these beliefs and identify how they can 
present their information on the interview process to Potential Interviewees to clarify as many of these issues 
as possible.
Analysis of individual questions selected as priority bv author:
Q52 -  “If interviewees are male, a mature student, from an ethnic minority or have a disability, they have 
more chance o f being selected1
Staff Potential Interviewees pre talk Potential interviewees post talk
Mean 3.12 5.98 5.28
Range 0-7 0-10 0-10
Standard Deviation 2.85 2.87 3.101
Q62 - “It is good for interviewees to talk about any mental health difficulties they may have experienced at 
interview"
Staff Potential Interviewees pre talk Potential interviewees post talk
Mean 5.75 4.49 4.27
Range 4-8 0-9 0-10
Standard Deviation 1.389 2.457 2.628
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Q16 - “Interviewees have to be careful what they say in the room when they are waiting for interviewees 
when there are current trainees or staff members present”
Staff Potential Interviewees pre talk Potential inten/iewees post talk
Mean 3.43 4.44 3.81
Range 0-8 0-10 0-10
Standard Deviation 3.207 2.812 2.850
Key point -  The three items above indicate Non consensus within course team and a range of beliefs 
between Potential Interviewees. This are important issues that could be clarified within the course team and 
explicitly to Potential Interviewees.
Q40 “The interviewers are very nice and try to make it as pleasant an experience as possible”.
Staff Potential Inten/iewees pre talk Potential inten/iewees post 
talk
Mean 7.75 6.63 6.37
Range 5-10 0-10 0-10
Standard Deviation 1.669 2.269 2.449
Key point -  Average high scores demonstrated on this item which is very positive!! However, some 
consideration should be taken about the range o f scores within the course team and the Potential 
Inten/iewees.
Analysis of the Ranking of Factors important for the Interview process.
>  Participants were asked to rank these factors in order from 1-12, with 1 indicating the most 
important factor. The table below shows that staff and potential interviewees ranked the factors in a 
similar order, demonstrating agreement in participants beliefs about what is important for interview. 
After the talk staff and participants ranked the first six important items in an identical way and 
everyone agreed that “fitting the trainee type” was the least important factor. These results are 
positive, as they show satisfactory consensus between course staff and potential interviewees 
beliefs. This was confirmed by the statistical analysis which revealed no significant differences. 
However there were some significant differences between potential interviewees ratings before and 
after the talk, for example they rated “Demonstrating experience...”, “Mentioning key terms...” and 
“Wearing a suit..” as more important after the talk.
Factors Staff
Mean
ratings
Potential 
Interviewee 
Mean Ratinas 
before talk
Potential 
Interviewee 
Mean Ratinas 
after talk
Showinq you have learnt from your experiences 111 (1.14) 1 (2.49) 1 (3.09)
Demonstrating your knowledge of psychological models and 
theories
2(3.71) 5(4.41) 2 (3.45)
11 This number represents the rank, i.e. 1= most important, and the number in brackets represents 
the actual mean rank score calculated from the data.
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Showing committment and dedication to clinical psychology 3(3.71) 2 (2.57) 3 (3.57)
Talking about yourself - strengths and weaknesses, personal 
experiences etc 4 (3.86)
3 (3.44) 4 (4.02)
Talking about your clinical experience 5 (4.29) 4 (4.09) 5 (4.21)
Being able to talk about research designs, do statistics 6 (5.43) 6 (6.47) 6 (5.76)
Knowledge of professional issues, NHS papers, policies 7 (6.86) 7 (6.78) 8 (7.50)
Showing a lively and extrovert personality 8 (7.29) 8 (7.52) 9 (7.79)
Mentioning key terms like scientist practitioner 9(9.71) 9 (8.93) 7(7.01)
Asking guestions at the end of the interview 10(10.00) 10(9.26) 11(10.80)
Wearing a suit 11 (10.29) 11 (10.47) 10(9.68)
Fitting the trainee type i.e. dressing conservative, female white, 
mid twenties etc.
12(11.71) 12(11.61) 12(11.06)
Key point -  Potential Interviewees and Course team are mostly in agreement about factors important for 
interview and the talk successfully increased this level o f agreement for the most important factors.
Descriptive data on Staff scores: ■
Key Summary - Scores in bold have a range o f scores of 5 or more. Items underlined indicated a full range 
in scores o f 0-10. These items should be discussed bv the Course staff team to reduce the range on these 
items and provide a clearer consensus on Course staff beliefs about the interview process.
Table 3: Descriptive Statistics
N Range Minimum Maximum Mean
Std.
Deviation
Q1 Staff questionnaire 8 5 4 9 6.50 1.773
Q2 Staff questionnaire 8 8 0 8 4.13 3.044
Q3 Staff questionnaire 8 5 5 10 6.50 1.773
Q4 Staff questionnaire 8 6 0 6 2.63 2.066
Q5 Staff questionnaire 8 6 4 10 7.25 2.252
Q6 Staff questionnaire 7 2 0 2 .29 .756
Q7 Staff Questionnaire 8 10 0 10 4.00 3.891
Q8 Staff questionnaire 8 6 4 10 8.50 2.330
Q9 Staff questionnaire 8 6 0 6 2.13 2.532
Q10 Staff questionnaire 8 5 5 10 7.63 2.066
Q11 Staff questionnaire 8 2 0 2 .38 .744
Q12 Staff questionnaire 8 5 0 5 1.75 1.753
Q13 Staff questionnaire 8 2 0 2 .50 .926
Q14 Staff questionnaire 8 5 0 5 2.88 1.959
Q15 Staff questionnaire 8 5 5 10 8.62 2.066
Q16 Staff questionnaire 7 8 0 8 3.43 3.207
Q17 Staff questionnaire 8 1 9 10 9.88 .354
Q18 Staff questionnaire 8 6 4 10 8.13 2.475
Q19 Staff questionnaire 8 2 6 8 7.13 .641
Q20 Staff questionnaire 8 8 0 8 3.50 2.619
Q21 Staff questionnaire 8 8 2 10 6.25 2.712
Q22 Staff questionnaire 8 6 0 6 4.00 2.138
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Q23 Staff questionnaire 8
Q24 Staff questionnaire 8
Q25 Staff questionnaire 8
Q 26 Staff questionnaire 8
Q 27 Staff questionnaire 8
Q28 Staff questionnaire 8
Q29 Staff questionnaire 8
Q30 Staff Questionnaire 8
Q31 Staff questionnaire 8
Q32 Staff Questionnaire 8
Q33 Staff questionnaire 8
Q 34 Staff questionnaire 8
Q35 Staff questionnaire 8
Q36 Staff questionnaire 8
Q37 Staff questionnaire 8
Q38 Staff questionnaire 8
Q39 Staff Questionnaire 8
Q40 Staff questionnaire 8
Q41 Staff questionnaire 8
Q42 Staff questionnaire 8
Q43 Staff Questionnaire 7
Q44 Staff questionnaire 8
Q45 Staff questionnaire 8
Q46 Staff questionnaire 8
Q47 Staff questionnaire 8
Q48 Staff questionnaire 8
Q49 Staff questionnaire 8
Q50 Staff Questionnaire 8
Q51 Staff questionnaire 8
Q52 Staff questionnaire 8
Q53 Staff questionnaire 8
Q54 Staff questionnaire 8
Q55 Staff questionnaire 8
Q56 Staff questionnaire 8
Q57 Staff questionnaire 8
Q58 Staff questionnaire 8
Q59 Staff questionnaire 8
Q60 Staff questionnaire 8
Q61 Staff questionnaire 8
Q62 Staff questionnaire 8
Q63 Staff questionnaire 8
Q64 Staff questionnaire 8
Q65 Staff questionnaire 8
Q66 Staff questionnaire 8
Q67 Staff questionnaire 8
Q68 Staff questionnaire 8
Q69 Staff Questionnaire 8
0 5 3.25 1.669
0 5 1.50 1.852
0 4 1.00 1.512
0 3 .38 1.061
0 2 .25 .707
3 10 8.75 2.435
0 6 2.50 2.563
0 10 1.25 3.536
5 10 8.63 1.685
0 10 5.25 3.655
0 8 3.13 2.696
0 2 .50 .926
5 10 8.50 1.852
3 8 4.88 1.885
0 4 .50 1.414
0 8 5.25 3.059
0 10 6.00 3.423
5 10 7.75 1.669
0 7 2.75 2.765
7 10 9.38 1.061
0 10 3.86 3.532
0 7 4.63 2.200
0 7 4.13 2.031
0 7 3.25 2.915
0 6 3.38 1.996
5 10 6.63 1.768
0 6 2.63 2.825
0 10 5.75 3.105
9 10 9.63 .518
0 7 3.12 2.850
0 5 1.13 1.808
0 5 1.50 1.852
0 5 1.25 2.053
0 5 1.38 2.066
0 9 2.37 3.503
0 5 2.25 2.188
2 8 4.38 1.996
0 8 3.13 3.182
8 10 9.50 .926
4 8 5.75 1.389
0 8 3.50 2.726
0 5 1.50 2.138
0 5 2.25 2.188
3 10 6.63 2.200
0 6 4.12 1.885
0 9 1.25 3.151
0 10 5.00 3.464
5
5
4
3
2
7
6
10
5
10
8
2
5
5
4
8
10
5
7
3
10
7
7
7
6
5
6
10
1
7
5
5
5
5
9
5
6
8
2
4
8
5
5
7
6
9
10
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Q70 Staff questionnaire 
Q71 Staff questionnaire 
Q72 Staff questionnaire
Q73 Staff questionnaire 
Q74 Staff questionnaire 
Q75 Staff questionnaire
Q76 Staff questionnaire
8 5 0
8 5 0
8 9 0
8 2 0
8 10 0
8 10 0
8 0 0
5 3.75 1.909
5 1.63 1.923
9 5.00 3.024
2 .38 .744
10 7.38 3.462
10 4.38 2.925
0 .00 .000
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Recommendations:
4  Course staff should discuss the interview process to ensure 
consensus on beliefs about the process. This may be particularly 
relevant for current topical issues such as increasing diversity 
amongst trainees, and the suitability of trainees who have 
experiences mental health difficulties.
4  Course staff should discuss how explicit and detailed they wish to 
make information about the interview process -  to be viewed in the 
course handbook and on the University of XXX Website.
4 When making the above decision, Course staff should consider that 
Potential Interviewees are attempting to access information about 
the Clinical Psychology interview process from a number of sources 
such as previous interviewees and from the internet, which may 
result in inaccurate information being supplied and people being 
dissuaded from applying.
Course staff should consider the relative success of the Admissions 
tutors talk in increasing Potential Interviewees knowledge of the 
Interview process, and aim to continue to educate Potential 
Interviewees in this way.
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Audit of Talk on Clinical Psychology Training Interview Process February 2005
Thank you for filling in this questionnaire. We hope to use what we learn from it to provide more 
useful information in the future to people applying and attending interviews for clinical psychology 
courses. By filling it in and handing it back you are giving your permission for the information to be 
used in this way. Thank you for your help.
Please read the instructions (A and B) and then complete the rest of this questionnaire:
A) Please read each statement below and rate each statement with a score of 0-10 (in the belief 
score column below) representing how strongly you believe it to be true about the interview process.
-10
You strongly believe You strongly believe
this statements is NOT this statement IS true
true of the interview process of the interview process
B) If you can provide details on your beliefs about a particular statement then please tick the right hand box 
marked ‘details’ and then provide your information at the end of the questionnaire in the spaces provided. 
Any information you can provide will be extremely useful in providing accurate information for interviewees in 
the future.
Qu
No:
Statements Belief
Score
Details
78 What interviewees wear to an interview is very important
79 Interviewees must be able to talk about at least 2 psychology models they 
have used in their work
80 The interview process is fair
81 Interviewees must know all about NHS white papers, National Service 
Frameworks, policies, Department of Health guidelines, etc
82 It is okay for interviewees to talk about their undergraduate dissertation 
when asked about research
83 Interviewees mustn’t talk about negative life experiences
84 The course team will make their selection based onlv on the interview
85 The interview process usually involves two interviews, a research/academic 
interview and a clinical/ personal interview
86 Interviewees will be asked to do a presentation
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87 The course team want to find out about the interviewee as a person, rather 
that what they have been doing
88 Interviewees mustn’t talk about other careers they’ve have had, or have 
considered.
89 Interviewees should mention particular terms in their interview i.e. scientist 
practitioner or reflective practitioner
90 If an interviewees don’t know an answer to a question they won’t be offered 
a place on the course.
91 Interviewees must know and be able to talk about all the research designs 
and statistics they learnt in their undergraduate degree.
92 The course team are looking for serious motivation and commitment to 
Clinical Psychology
93 Interviewees have to be careful what they say in the room when they are 
waiting for interviews when there are current trainees or staff members 
present.
94 Interviewees can ask the interviewer to re-phrase a question if they are not 
sure they understand.
95 Interviewees will be asked about issues of carrying out research in the NHS
96 Interviewees have to do well in all aspects of the interview process to be 
considered for selection
97 It is very important to wear a suit at interview
98 At the interview, interviewees will be asked about an author or theory that 
has influenced them.
99 Interviewees do not need to know about the history of clinical psychology or 
be able to talk about any current or potential future developments in clinical 
psychology
10 Interviewees must appear lively and extrovert in the interviews.
10 Interviewees must be able to talk about at least 2 clients and the 
psychological work they have carried out with them
10 Interviewees may be asked about the difference between psychology and 
psychiatry
10 Interviewees should try and find out who their interviewers are and then 
read any work they might have done so that they can mention it at interview
10 Course staff are mainly looking to select white, middle class females in their 
mid twenties
10 During the interview process interviewees will usually be asked to do a 
written exercise
10 Interviewees don’t have to talk about all their experience, or go into detail 
about their experience if they have written it on their application form.
10 The interviewers are all course team members.
10 Interviewees can make jokes in the interview
10 Interviewees will be asked about a difficult time in their life and how
thev overcame it
11 Interviewees won’t be asked about their undergraduate degree
11 If interviewees can’t talk about extensive NHS experience they won’t be 
offered a place on the course.
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11; Interviewees must be able to talk about their personal strengths and 
weaknesses
11: Stick to answering the question, interviewers don’t like interviewees to talk 
too much
1 t Interviewees should only talk about their ‘psychology related’ work 
experience at interview.
11 Interviewees should have some questions to ask at the end of the interview.
11 It is always important for interviewees to ask for feedback from interview
11 The interviewers are very nice and try to make it as pleasant an experience 
as possible
11 Interviewees should do something or wear something at interview that will 
make them stand out
11! Interviewees should always try and say what they have learnt from a 
situation
12 Interviewees will be given one or more clinical vignettes
12 The interview process is about demonstrating experience in clinical practice 
and research.
12 Interviewees have to know all about issues of diversity and equal 
opportunities
12 It is very important to prepare answers before the interviews
12 It is good for interviewees to show their own style, e.g. informal clothes, 
dreadlocks, piercings, bright clothes and not fit to the typical ‘trainee’ type.
12 Interviewees will be asked how they deal with difficult situations and difficult 
clients
12 The course team already have an idea of who they want to select before 
interview
12 Interviewees should be able to talk about a case thev have worked on
when thinas went well/badlv
12 It is best for interviewees to be honest if they don’t know the answer to a 
question.
12 If interviewees are male, a mature student, from an ethnic minority or have 
a disability they have more chance of being selected
13 Interviewees shouldn’t talk about anything they have done wrong in their 
experiences.
13 Interviewees will be asked about their family
13 Talking about a year out travelling is not advised as it doesn’t show 
commitment to psychology
13 Interviewees will be asked about Agenda for Change
13 Non British students are not likelv to be selected from interview
13 Interviewees won’t be asked to talk about any psychological journal articles.
13 It is important to have interesting and varied hobbies to talk about
13 Interviewees have to talk about very personal information about themselves
13 The interviewers have a strict time schedule they have to keep to for each 
interview
13 It is good for interviewees to talk about any mental health difficulties they 
may have experienced, at the interview.
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14 Interviewees must have a good unique reason to explain why they want to 
be a clinical psychologist.
14 Clinical Experience is more important to be able to talk about than research 
at interview
14: Interviewees need to be able to do statistics in the interview
14: Interviewees have to prepare differently for different Clinical courses’ 
interviews
14 Interviewees will be asked to explain any poor academic grades at interview
14 interviewees should onlv talk about Assistant Psvcholoqist or
Research Assistant experience at interview (rather than nursinq.
social work etc)
14 Interviewers want to hear that interviewees are hiahlv knowledaeable
and competent in all areas: e.a. academic, clinical, and research.
14 Interviewees should not wear too much jewellery at interview
14 However well interviewees do at interview, their academic and clinical 
referees are more important in deciding who gets offered a place.
14 Interviewers can tell if interviewees have prepared their answers
15 If interviewees have been interviewed once and not selected, they will not 
be selected for interview again
15 Interviewees will be aiven a research viqnette and asked to desiqn a
research studv to investiqate a clinical issue.
15 It is okav to show emotions e.q. crvinq. in the interview, e.q. if asked
about a difficult time in their life
15 Each Interview takes over an hour
Please give any details about your beliefs towards any of the statements above. Please indicate the 
question number of each statement you are writing about:
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Please number the following factors in the order you think they are important at interviews for 
clinical training courses, 1 is the most important.
□ Showing a lively and 
extrovert personality
□ Mentioning key terms like 
scientist-practitioner
□ Being able to talk about 
research designs, do 
statistics etc
□ Demonstrating your 
knowledge of psychological 
models and theories
□ Showing you have learned 
from your experiences
□ Fitting the typical trainee 
type, i.e. dressing 
conservative, female, white, 
mid twenties etc
□ Talking about your clinical 
experience
□ Knowledge of professional 
issues, NHS papers, polices 
etc
□ Talking about yourself, 
strengths and weaknesses, 
personal experiences etc
□ Showing commitment and 
dedication to clinical 
psychology
□ Wearing a suit □ Asking questions at the 
end of the interview
Thank you for completing this audit questionnaire.
183
E Cotterill Service Related Research Project Appendices
Appendix 7
Thank vou Letter from Course Team
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Re: Service Related Research Project Feedback
Thank you for feeding back your Service Related Research Project to the 
Programme Team on 6 June 2005. The project sounded very interesting and 
has provided the Programme Team with some points to consider for 
selection next year.
With best wishes.
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Appendix 8
Ideas from Feedback Session
186
E Cotterill Service Related Research Project Appendices
Ideas generated from feedback session: Discussion and consideration of:
• How the talk will be continued the following year - admissions tutor leaving and
discussion re who to take over.
• How to reach a diverse audience for the talk e.g. advertising in The Psychologist, the 
Clinical Psychologist, more general magazines, newspapers, or college 
newsletters.
• Ways of educating and providing information about the interview process, such as 
information made explicit on the course website, through the informative talks or via 
informative fact sheets. Also videos of example interviews put on website.
• The possibility of involving trainees in educating people, for example by giving talks 
to undergraduates or A-level students.
• How to ensure a consensus on staff beliefs about the interview process - for 
example highlighting the issue in the training given to interviewers each year.
• Investigating regional interviewers beliefs on the interview process to ensure 
consensus.
• Considering how much consensus is required amongst course staff and what level of 
consensus should be considered appropriate?
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Appendix 9
Ethical Scrutiny Form
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University of Surrey
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“Bulimia is a scourge of a disease, it ravages the body, imprisons the mind, and 
withers the spirit. Freedom from it is hard won. The binge-purge cycle can be 
unyielding at first; relapse rates are high; and the emotional and physical demands of
recovery can seem Herculean”...
(http://www.newharbinger.com/client/client_images/NHpdfs/OvercomingBulimiaWorkbook.pdf)
Abstract
Binge eating is the core feature of Bulimia Nervosa (Palmer, 2000). A large number 
of research studies have investigated the processes involved in binge eating. 
However, the views of people who have experienced bingeing in bulimia are limited in 
the research literature, particularly when exploring women’s qualitative experiences 
of the processes that occur prior to binging.
The aim of this study was to explore the experiences prior to a binge for women with 
bulimia. Eight women with experiences of bulimia took part in the study. Data from 
semi-structured interviews was analysed using Interpretative Phenomenological 
Analysis. Three major themes emerged from the data: The Need to Numb- The 
Emotional Experience’, ‘Battling with my Brain -  The Resisting Experience’, and ‘Too 
Good an Opportunity to Miss-The Planned Experience’.
The research findings highlighted: the role of planned binges; the experience of the 
binge becoming an automatic habit; and the experience and meaning of conflicting 
and distressing thought processes. The findings were considered in light of past 
research and the implications for clinical practice. Recommendations were made for 
future research.
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1. INTRODUCTION
1.1. Research Origins
The development of this research was influenced by my12 clinical and personal 
experiences. The idea was formed through discussing experiences of overeating or 
‘bingeing’ amongst peers who described different experiences prior to overeating, for 
example, the idea was proposed that people experienced repetitive ‘intrusive’ 
thoughts about food and engage in bingeing to rid themselves of these thoughts. 
These discussions led me to review the literature on bingeing and Bulimia nervosa13 
that considered the bingeing process. My sense was that the models and theories 
may not fully capture the experiences prior to bingeing. Although I was aware that the 
clinical presentation of bulimia may be experienced and understood very differently 
to ‘non-clinical’ bouts of overeating or ‘subjective’ binges (Palmer, 2000), this 
stimulated my thinking about current understanding of bingeing in bulimia. Having 
witnessed clinically the impact and distress caused by bulimia, I felt this was an area 
I wanted to research further. This led me to consider the importance of 
understanding the processes and experiences that lead to bingeing, which I felt, may 
inform the further development of more effective therapeutic interventions.
12 This research derives from a qualitative perspective, which encourages reflective practice. 
Therefore, when appropriate, the research will be written in the first person to aid reflection.
13 For ease of writing, the disorder Bulimia nervosa will be referred to as Bulimia for the remainder of 
this research.
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1.2. Bulimia in Context
More than 1.5 million people suffer from eating disorders (ED) in the UK 
(http://new.edauk.com/media/media_sub_statistics.htm) including bulimia14 an ED 
which affects approximately 1% of young women (Hay et al. 2005; Hoek & Van 
Hoeken, 2003; Van Hoeken et al. 2003). With an incidence of approximately 12 per 
100 000 (Hoek & Van Hoeken, 2003; Van Hoeken et al. 2003), according to Steve 
Bloomfield of the Eating Disorders Association: rates of bulimia “are rising 
significantly ahead of population growth” (Atkins, 2007).
Bulimia is characterised by a secretive (Beumont, 2002) recurrent cycle of bingeing 
and purging (Grilo, 2006). Bingeing involves eating excessive amounts of food in an 
episode (Beaumont, 2002; Cooper, 2003) consisting of high calorie foods e.g. sweets 
or carbohydrates (Ogden, 2003). Calorie intake can vary widely - possibly from 5,000 
to 10,000 (Fairburn et al. 1986). Bingeing is associated with a sense of being out of 
control, unable to stop eating (Cooper, 2003) and food is eaten quickly (Beaumont, 
2002; Ogden 2003). After bingeing the individual with bulimia engages in 
compensatory behaviours aimed at preventing weight gain, including vomiting, taking 
laxatives, restricting food and excessive exercise (Cooper, 2003).
The person with bulimia often maintains a normal weight (Beumont, 2002; Grilo, 
2006; Ogden, 2003) despite their intense desire for thinness (Agras & Kirkley, 1986). 
Typically female (males make up 5-10% of the ED population, Hoek, 2002), often 
aged in their late teens (Palmer, 2000) or twenty’s (Fairburn et al. 1986) the 
individual with bulimia may be a perfectionist (Grilo, 2006; Shafran et al. 2002), who 
strives to do well and considers other people’s perceptions important (Grilo, 2006). 
Sensitivity to social situations may be demonstrated (Steiger et al. 1999a). Low self­
esteem (Newns et al. 2003; Palmer, 2000) and impulsivity is also an issue (Everill et 
al. 1995; Polivy & Herman, 2002; Rosval et al. 2006). Bulimia often exists alongside
14 See Appendix 1 for Diagnostic criteria of Bulimia Nervosa.
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other emotional disorders (Beumont 2002; Blinder et al. 2006; Kaye et al. 2004). A 
person’s whole life can be affected, including personal, social and work life (Cooper, 
1995; Hudson et al. 2007). Obtaining food for binges can create financial difficulties 
and strain family relationships (Cooper, 1995). Due to the normal weight and 
secretiveness of the disorder it is difficult to detect (Polivy & Herman, 2002). 
Untreated, bulimia can become a chronic difficulty that creates unhappiness and 
distress (Grilo, 2006).
To create the full picture of bulimia it is important to consider the context in which the 
disorder develops. Current western culture promotes a thin female ideal body (Polivy 
& Herman, 2002) with female icons becoming increasingly thin over the years (Stice, 
2002). Bulimic women may be more susceptible to these pressures (Agras & Kirkley, 
1986; Stice, 2002) with internalised thinness ideals (Stice & Agras, 1998) and body 
dissatisfaction often linked to bulimia (Polivy & Herman, 2002; Stice & Agras, 1998). 
Family factors have also been implicated in the aetiology of bulimia (Cooper, 2003; 
Fairburn et al. 1993; Lacey & Price, 2004; Palmer, 2000; Stice, 2002; Strober & 
Humphrey, 1987) such as critical attitudes towards weight (Cooper, 2003), and 
pressures to be thin from family (Stice, 2002; Young et al. 2004). Other adverse 
experiences such as sexual abuse have also been linked with bulimia (Micali 2005; 
Ogden, 2003; Palmer, 2000).
1.3. Understanding Bingeing in Bulimia^
Over the past few decades a wealth of research has aimed to understand and 
describe this complex disorder. Research has explored bingeing as the ‘core defining
15 This research has aimed to focus on binge eating in Bulimia rather than binge eating as a 
generic behaviour. Therefore the research will mainly focus on literature that has addressed binge 
eating in Bulimia rather than a taking a wider focus. The reasons for this are firstly due to the 
ambiguity regarding the difference between binge eating and Bulimia: e.g. Cooper et al (2004) 
highlight that little research has explored the overlap between the key features of these two 
disorders, and secondly the limits of this research project has required a clear focus on a specific 
area.
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symptom’ (pg 12, Palmer, 2000), of bulimia, building a picture which includes 
understanding the processes involved in the bulimic-binge-purge cycle.
Understanding the initial stage of the binge cycle, i.e. the lead up to the binge, could 
be vital for the development of effective therapeutic interventions that could prevent 
the binge from happening. The research in this area has focused on developing 
general models that provide a framework for understanding bulimia, and specific 
models and theories that explain how and why a binge happens. Research has also 
identified antecedents to the binge process. Although limited, qualitative research 
has begun to explore the experience of these processes. Relevant research will be 
explored here and discussed in the context of this research.
1.3.1. Overview: Models of Bulimia
Cognitive Behavioural (CB) models (e.g. Fairburn et al. 1986) dominate mainstream 
psychological understanding of bulimia. The models incorporate the role of thoughts 
(cognitions), emotions, and behaviours to explain the processes involved in Bulimia. 
The models have also begun to explore the specific processes involved in bingeing in 
Bulimia.
Behavioural models of bulimia have explored bulimic behaviours within the context of 
learning theory (e.g. Jansen et al. 1992; Rosen & Leitenberg, 1982) considering how 
the specific bulimic behaviours (e.g. binge/purge) are developed and maintained 
through learning experiences.
Systemic theories (e.g. see review Killian, 1994) of bulimia explore the complexities 
within the family framework, and family relationships, aiming to identify how the 
bulimic behaviours maintain the family system and how therapeutic intervention can 
identify alternative strategies to meet the needs of the family system in a more
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adaptive way (Cooper, 2003). However systemic models of bulimia still require 
development (the models mainly focus on Anorexia).
Psychodynamic models of bulimia also require development - they also mainly focus 
on anorexia (Cooper, 2003). However a number of different theorists within this field 
have provided an insight into understanding bulimia e.g. Johnson (1995) describes 
how psychodynamic approaches aim to understand the symbolic or adaptive meaning 
of bulimic behaviours for the individual; and Yarock (1993), provides an overview of 
four different approaches within psychoanalytic literature which understand bulimia -  
drive theory, object relations, self psychology and ego psychology. Drive theory is 
developed from Sigmund Freud’s work (Lemma, 2003) and considers bulimia to be a 
“breakthrough of unconscious desires for oral gratification” (pg 134 Cooper, 2003); 
object relations theories consider bulimic behaviours develop in childhood in the 
context of separation from the mother. The bingeing symbolically represents the self 
(including self motivations and emotions) in relation to other people (Cooper, 2003); 
ego psychology considers bingeing as a defensive act which aims to regulate the 
individual’s intolerable inner states (e.g. Casper 1983, cited in Cooper, 2003; Yarock, 
1993); and self psychology (e.g. Goodsitt, 1985) views bulimia as a ‘disorder of the 
self (pg 150, Bachar, 1998)
Additional models for understanding bulimia include socio-cultural models (e.g. 
Engler et al. 2006; Stice, 1994; Stice and Agras, 1998); feminist and feminist 
psychoanalytic approaches (Cooper, 2003; Striegel-Moore, 1995); and attachment 
theories (e.g. see Bowlby, 1969,1988) which identify the role of attachment between 
caregiver and child - bulimic individuals are likely to have disrupted attachments 
(Chassler, 1997, 1998) and the role of the binge is to provide self soothing (Johnson 
etal. 1998).
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1.3.2. Rationale for Research CB framework
Within this literature review and research the focus is mainly on CB models/theories 
of binging in bulimia. This was decided for the following reasons.
- Firstly the literature review is limited in size regarding what can be 
incorporated therefore it needed to be selective.
- Secondly, this research is focused specifically on the experiences of women 
preceding bingeing in bulimia. As such the CB literature is the most detailed in 
terms of exploring what happens around and preceding a binge (rather than 
exploring the etiology, wider systemic issues or developmental perspective of 
bingeing or Bulimia) and was therefore felt to be relevant for understanding 
the possible experiences of the women.
- Thirdly, the research method Interpretative Phenomenological Analysis (IPA) 
utilised for this research has an alliance with cognitive psychology and focuses 
on cognition “as the central analytic concern” (pg 52, Smith & Osborn, 2003). 
In addition Smith (2004) suggests caution when using psychodynamic 
theories during interpretative analysis in IPA due to the “difference between a 
grounded IPA reading and an imported psychoanalytic one” (pg 45). Smith 
suggests that IPA and psychodynamic interpretations have very different 
epistemological positions with different criteria for reading into data - the need 
to be grounded in what is actually said in the text is important for IPA and 
more suited to a cognitive perspective.
- The fourth reason is regarding the relevance of the research for clinical 
interventions. CB models have formed the basis for recommended treatment 
-Cognitive Behavioural Therapy (CBT) (National Institute for Clinical Excellence 
(NICE, 2004). CBT approaches are widely used within ED services with 
numerous studies and reviews supporting a good outcome for CBT (e.g. Agras 
et al. 2000; Hay et al. 2005; Mitchell et al. 2007; Wilfley & Cohen, 1997; 
Wilson et al. 2002) (although the qualitative research in this area is lacking). 
However CBT has its limitations. Not all service users benefit from CBT with
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only 50% of service users ceasing their bulimic behaviours (Wilson, 1995) and 
a poor success rate at follow-up (Fairburn et al. 1995 cited in Cooper, 2005). 
CBT tends to have a time-limited ‘here and now’ focus which may not be 
suitable for individuals with complex difficulties, historical, family and 
developmental issues.
N.B. It is important to note that NICE (2004) recommends other therapies for bulimia 
e.g. Interpersonal Psychotherapy. In addition, the procedures for developing NICE 
guidelines can disadvantage psychological therapies in identifying effective 
interventions. Rowland (2007) critically discusses the limitations of the NICE 
guidelines: The guidelines are developed mainly on the basis of the research 
evidence base -  with randomised controlled trials (RCT) and systematic reviews given 
the highest rating to support a therapy. These are both limited for psychological 
therapies therefore the guidelines have a small evidence base on which to base their 
findings. In addition many of the studies have small sample sizes resulting in a lack 
of statistical power making them vulnerable to type II errors16 (NICE, 2004). CBT 
lends itself particularly well to being researched via an RCT, yet even so the evidence 
for CBT in the NICE guidelines is also limited. Other therapies such as family therapy 
or psychodynamic psychotherapies -  both of which are often integral parts of an ED 
service, are not so easily researched using RCT’s. However there is evidence to 
suggest the effectiveness of these therapies e.g. Murphy eta/. (2005) and Johnson et 
al. (1998). In summary, the evidence base for all therapies is limited, but CBT has the 
most rigorous evidence base within the context of the NICE guidelines. As a clinical 
psychologist and scientist practitioner this evidence base is important and should not 
be discounted, whilst acknowledging that the lack of rigorous evidence does not 
equal a lack of effective alternative therapies.
16 Type II error is the chance that a difference is not identified in a result when one is present (the 
experimental hypothesis is rejected in favour of the null hypothesis).
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In conclusion, taking all these issues into consideration, a broad (but not exclusive) 
CB framework is described in this introduction and used during interpretation of the 
findings.
1.3.3. Cognitive Models
Cognitive models have been developed by Fairburn (1997) and colleagues (1986) 
and Cooper and colleagues (2004). These models provide a framework for 
understanding bulimia, and within this framework, provide some understanding of 
how bingeing happens.
The first mainstream cognitive model of bulimia developed by Fairburn (et al. 1986), 
describes how low self-esteem and dysfunctional beliefs about weight and body 
shape lead to extreme dieting behaviours that are impossible to maintain, resulting in 
bingeing and subsequent purging. The bulimic episodes of bingeing are assumed to 
develop from the cognitive link between extreme dieting and overeating, i.e. when the 
strict rules about restricted eating are broken, (often around times of emotional 
distress), by engaging in even a small amount of eating, this is viewed as a 
catastrophic event, (dysfunctional thinking) and all attempts at control are 
abandoned. This leads to a binge, followed by compensatory behaviours.
The evidence for Fairburn et al’s (1986) model comes from research which explores 
different aspects of the model. Studies have demonstrated the role of: low self 
esteem (e.g. Williams et al. 1993); dietary restraint (e.g. Engelberg & McGill, 2005); 
and over-concern about weight and shape (e.g. Cooper et al. 1989) in bulimia. 
Studies have used experimental, questionnaire-based and naturalistic methods (e.g. 
using handheld computers) to investigate elements of the model. However there is a 
lack of explicit research which tests out the relationships identified in the model and 
the evidence-base for the whole model itself is limited. Only one study has provided a
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direct evaluation. Bryne and McLean, (2002), used structural equation modelling17 to 
test the model’s predictions. They identified the link between over-evaluation of 
weight and shape and purging behaviours as a key element of the model. They 
disputed the notion that high levels of restriction predicted bingeing. However 
limitations of this study include the fact that half the sample were athletes, which 
may be misrepresentative of the bulimic population and the males in the sample did 
not fit this model. The cognitive model has instead looked indirectly at treatment 
studies (e.g. Newns et al. 2003; Wilson et al. 2002) for supporting evidence 
(Fairburn, 1997).
Following further research Fairburn revised this model (Fairburn, 1997) to 
incorporate the role of dichotomous and perfectionist thinking and negative 
emotions. Following restriction, when a diet is broken, the perfectionist views this as 
a failure (with associated negative emotions) and abandons the diet. The binge is 
seen to serve the purpose of reducing the negative emotions. These new aspects of 
the model are supported by studies that have demonstrated evidence of mood (e.g. 
Steiger et al. 2005) dichotomous thinking (e.g. Lingswiler et al. 1989) and clinical 
perfectionism (Tanaka et al. 1999; see review Bardone-Cone et al. 2007) in bulimia, 
although research into perfectionism is limited and requires further investigation.
A further cognitive model was published by Cooper et al. in 2004. This model 
demonstrates how a trigger situation, e.g. seeing oneself in the mirror, can trigger the 
presence of negative beliefs (e.g. that they are a failure), negative emotions and 
conflicting thoughts: positive and negative beliefs about eating. Positive beliefs focus 
on how eating can remove negative thoughts and feelings, and negative beliefs focus 
on negative thoughts of weight and shape, and the consequences of eating (weight 
gain). The positive and negative beliefs conflict and cause distress which is resolved 
by permissive thoughts. Permissive thoughts are a concept from the addictions 
literature (e.g. see Beck et al. 1993) that give a person permission to start or
17 Structural equation modelling is a statistical method fo r testing and estimating the causal 
relationships within a model or theory.
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continue eating (binge) e.g. “ I’ll eat this and start my diet tomorrow”. Following the 
permissive thought, the person binges, aiming to reduce the emotional distress and 
cognitive conflict. Cooper et a/’s. model is a fairly new model in the literature, and as 
such the evidence-base is lacking and therefore its conclusions should be considered 
tentatively. The evidence for permissive thoughts was gained from previous studies 
(Cooper & Fairburn, 1992; Phelan, 1987). Due to the model’s novel content, the 
authors suggest that research is required to investigate the processes involved. 
However, although the authors suggest further experimental research, exploring the 
qualitative experience prior to bingeing may also provide useful feedback for the 
model.
Fairburn’s (1997; et al. 1986) and Cooper et a/.'s (2004) models explain the role of 
thoughts, feelings and behaviours in the binge process. However, one major critique 
of these models is that they only explore certain dimensions of the person’s 
experience of bingeing and bulimia. Whilst saying something about the experience 
within the ‘here-and-now’ in terms of thoughts, feelings and behaviours, as cognitive 
models, they do not present a wider systemic or developmental picture that 
incorporates the wider issues within a person’s life that contribute to the 
development and maintenance of bingeing in bulimia.
1.3.4. Specific Models and Theories
Specific CB theories and models of how and why bingeing happens (in the context of 
bulimia) have been explored in the literature.
One theory that aims to understand why binges happen is restraint theory (Polivy & 
Herman, 1985), which has been developed from literature on dieting. This is relevant 
to bingeing in bulimia, where periods of dieting often precede bulimia (Cooper, 1995). 
Restraint theory describes how strict diet rules create stress and chronic hunger 
(Cooper, 2003). Cognitive elements are highlighted (Polivy & Herman, 1985; Presnell
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& Stice, 2003). Dietary restraint is maintained through cognitive control (rules of 
eating) rather than physiological cues (hunger). When rules of eating are broken, the 
individual perceives that they cannot maintain control and cognitive control is broken, 
resulting in an increased risk of overeating. This corresponds with the CB models 
described earlier. Counter-regulation occurs when the restrained eaters eat much 
more once they perceive the diet to have been broken (Wilson, 1993). Research 
studies have demonstrated mixed results for the role of restraint in bulimia. Some 
studies support the restraint theory (Davis et a/. 1988; Ruderman et a/. 1985; Stice & 
Agras, 1998) e.g. Engelberg and McGill (2005) carried out a naturalistic study of 39 
women with bulimia and concluded that dietary restraint was a precursor to the urge 
to binge. In contrast, further studies (Johnson & Wardle 2005; Presnell & Stice 2003) 
have disputed the restraint model and restrained eating as a major factor in bulimia. 
However these latter studies were completed with non-clinical samples.
Other models have also been developed in-line with the restraint model e.g. Orleans 
and Barnett (1984, cited in Lingswiler et al, 1989) developed a binge-purge-cycle 
model, which identifies binge antecedents and processes linking dieting, food 
preoccupation, and the breakdown of control after eating forbidden foods; and Stice 
and Agras (1998) identified risk issues for bulimia through a ‘dual-pathway model of 
bulimia’, combining socio-cultural and CB elements to emphasise pressure to be thin, 
body dissatisfaction in the context of an unachievable thinness ideal, dieting and 
negative mood.
In contrast the escape-avoidance model proposed by Heatherton and Beaumeister 
(1991) focuses on the function and process of bingeing (in the context of all ED’s). 
They hypothesise that people engage in bingeing in order to escape from self- 
awareness (and associated negative emotions), by narrowing the focus of attention to 
a low level and avoiding thinking about the consequences of behaviours. This 
cognitive narrowing creates a sense of disinhibition where actions are not connected 
with thought about meanings or consequences of bingeing, and irrational thought 
takes place because normal higher level reasoning has been shut off. Blackburn et
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al. (2006) applied the escape theory to a non-clinical female sample using structural 
equation modelling. The results supported the model.
A similar theory is suggested by Waller et al. (2004) who focuses on a schema-level 
perspective suggesting that avoidance occurs through the process of bingeing to get 
rid of negative thoughts and feelings. This is a type of affect-regulation model which 
suggest that women engage in bingeing in order to reduce, blunt or mask negative 
emotions (e.g. Cooper et al. 1998), as the binge provides comfort or mood release. 
The perceived purpose of the binge to manage emotions is seen in numerous studies 
(e.g. Hohlstein et al. 1998; Lacey et al. 1986). Mauler et al. (2006) supported a 
model of affect-regulation in their study of women with bulimia who demonstrated 
that food cues lead to negative emotions, and in response they may feel motivated to 
reduce the emotions by eating.
Lastly, models and theories that explain how bingeing happens have developed from 
behavioural psychology. An early model based on learning principles was the anxiety 
model, proposed by Rosen and Leitenberg (1982), which focuses on the role of 
vomiting driving binges. Jansen et al. (1992), developed a model based on classical 
conditioning, where the binge becomes a conditioned reaction to stimuli e.g. 
emotions. Lastly Hohlstein et al. (1998) applied an expectancy learning theory to 
bulimia. This was derived from early work by Tolman (1932, cited in Hohlstein & 
Smith 1998) who introduced expectancies as ‘learned relations between behaviours 
and their consequences that are stored in memory and they then govern future 
behaviour choices' (pg 49, Hohlstein et al. 1998).
1.3.5. Triggers and Antecedents
The research literature identifies a number of immediate triggers and antecedents 
which contribute to understanding how a binge happens:
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Emotions
Experiencing negative emotions commonly precedes a binge in bulimia (Davis et al. 
1988; Elmore & de Castro, 1990; Engelberg & McGill, 2005; Johnson & Larson, 
1982; Katzman & Wolchik, 1983; Lacey et al. 1986; Lazeron, 1984; Leon et al. 
1985; Lingswiler et al. 1989; Teusch, 1988; Stice & Agras 1998; Vanderlinden et al. 
2004) e.g. Schlundt et al. (1985) investigated antecedents to a binge and found that 
negative moods strongly associated with bulimic behaviour; Steiger etal. (2005) gave 
handheld computers to women with bulimia to record their experiences and found 
that mood was lower prior to a binge; and Alpers and Tuschen-Caffier (2001) found 
that vague feelings such as tension and insecurity preceded bingeing.
Hunger. Physiology and Restraint
As discussed earlier, restricting food tends to precede a binge; however the role of 
hunger prior to a binge has been reported variably. Bulimic women have been 
reported to experience greater hunger (Cooper et al. 1998; Johnson & Larson, 1982); 
powerful and overwhelming cravings (Cooper, 1995) and physiological urges 
(Vanderlinden etal. 2004) prior to a binge. In addition Mauler etal. (2006) described 
how deprived eaters rated food cues as more interesting and arousing; Lacey et al. 
(1986) found that when carbohydrates were restricted, carbohydrate craving was 
experienced; and Polivy and Herman, (1993) commented that the presence of 
typically ‘forbidden’ food (Cooper, 1995) cues can trigger a binge. However Davis et 
al. (1988) carried out a naturalistic investigation of the eating behaviours of women 
with bulimia and hunger was not reported prior to the binge. In addition Waller (2002) 
reported that 50% binges are affect rather than hunger driven.
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Cognitions
Negative cognitions have been identified prior to a binge (Cooper et al. 1997, 1998; 
Vanderlinden et al. 2004) in line with CB models. Thinking of food (Cooper, 1995; 
Katzman & Wolchik, 1983), including preoccupation with food thoughts (Lingswiler et 
al. 1989; Maddocks & Bachor, 1986) was reported prior to a binge. Dritschel et al. 
(1991) investigated a community sample of women with bulimic symptoms and 
found that objective bingers demonstrated more cognitive distortions e.g. 
personalisation, overgeneralisations, catastrophising, on items referring to weight 
and shape. Cooper etal. (1998) identified the presence of permissive and self-critical 
(Steiger et al. 2005) thoughts prior to bingeing. Thoughts of relationships or work 
difficulties also preceded bingeing along with thoughts of weight and shape (Cooper 
et al. 1998); and N o le n -H p e k s e m a  et al. (2007) reported that rumination predicted 
bulimic symptoms.
Context
Binges often take place when the person is alone (Davis et al. 1988; Johnson & 
Larson 1982; Katzman & Wolchik, 1983; Schlundt et al. 1985; Waters et al. 2000) 
with increased risk later in the day (Steiger et al. 1999b). In a study of bulimic 
women, it was found that most binges occurred at home alone, with higher rates of 
binges between 2pm and 4pm, especially at weekends (Johnson & Larson, 1982). In 
addition negative social interactions often precede a binge (Waller, 2002). Steiger et 
al. (1999a) investigated hypersensitivity to social interaction in bulimic individuals 
and found that poor social experiences tend to precede a binge. However these 
interactions are considered to be emotionally mediated (Waller, 2002).
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Planned verses Impulsive
A further consideration in understanding how bingeing happens is the question of 
planned and impulsive binges. Bingeing has been linked with impulsivity, however 
some descriptions of bingeing in bulimia describe a planned process.
“Many people with Bulimia  plan their binges and deliberately shop for
binge foods Such behaviour complicates the meaning of what it is for a
binge to involve a loss of control. The idea may still be valid but clearly cannot 
mean that the binge is carried out impulsively and on the spur of the moment” 
(pg 12. Palmer, 2000).
This discussion of a planned process is limited within the research literature. Orbanic 
(2001) described how binges can be systematic and prepared for, or impulsive and 
chaotic and Johnson et al. (2000) described the clinically observed phenomenon of 
planned binges, involving 'elaborate rituals.... and specific foods. This behaviour is 
clearly deliberate, intentional, and seemingly counter to that of loss of control’ (pg. 
477).
The lack of research into planned binges is curious and may reflect differences in 
quantitative and qualitative research. The dominant quantitative research has led to 
models and theories that have identified processes in the binge cycle (e.g. emotions, 
cognitions etc), without thinking about the qualitative experience of how bingeing 
happens or how these processes are experienced e.g. in a planned or 
unplanned/impulsive way. CBT approaches often focus on the importance of 
reducing restriction in order to prevent binges (e.g. Waller etal. 2007), in which case, 
the manner in which the binge occurs may be considered less important; or the CBT 
approach may assume the processes involved are the same, as the model doesn’t 
specify timescales. However it may be that planned binges involve different 
processes. A planned binge may involve decreased amounts of impulsivity, increased 
control, decreased emotional, restriction, or physiological triggers. If this were the
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case, other processes may be present to explain why the binges occur as planned, 
e.g.: learning processes may be implicated.
1.4. Understanding the Experience
A small number of qualitative studies have investigated the experience of bingeing in 
bulimia. Gaining an insight into the experience and meaning of the binge for the 
individual is important information for clinicians for the development of an effective 
therapeutic alliance (Culley & Bond, 2004). The qualitative research described here 
helps to build a picture of the binge experience, and provides some exploration of the 
specific experience prior to a binge.
Abraham and Beumont (1982), explored experiences of bulimia or bingeing in an 
Australian sample of 30 women and 2 men, aged between 16-36 years old. During 
individual interviews participants described their eating behaviour. Onset of the 
bulimic cycle was related to unsuccessful dieting; precipitants were described as 
actual or internal events e.g. eating out, being alone; or internal feelings of boredom, 
anxiety, tension, hunger or loneliness. Participants also described the urge to binge 
and the need to be alone, often involving secrecy. Most people binged at home, at 
any time of day, although some only at certain times or at weekends. Participants 
admitted planning binges and buying and preparing foods, sometimes solely for the 
binge.
Orbanic’s (2001) phenomenological research involved interviewing 6 American 
women aged 22-54 about their bulimic experiences. Five themes were drawn from 
the data. ‘A living hell’ described participants experience as “being overwrought with 
obsessive thoughts about what they were going to eat, how much they would eat, and 
when and where they could purge without getting caught"18. The perpetual cycle’ 
described their experience becoming automatic, habitual, inevitable, and ‘choiceless’.
18 Article obtained online. No page numbers listed.
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In The right to exist’ participants described feeling self critical and desperate for 
approval and thinness. In response, bulimia gave them a sense of self love, or 
perhaps provided a reason for others to show that they care. ‘Food as an Anaesthetic’ 
described the ability to use bulimia to detach from or neutralise feelings. Finally, ‘It’s 
like a living fagade’ explored the deception and manipulation involved in displaying a 
fagade to the world and hiding the bulimia.
Serpell and Treasure (2002) in the United Kingdom, asked 30 women to write a letter 
to their bulimia as a friend and enemy. Positive themes included the bulimia 
providing a way to deal with boredom and to avoid or manage emotions. The negative 
themes included experiences of shame, low self-esteem, and obsessive thoughts of 
weight and shape. Being obsessive and constantly thinking about weight and shape 
was something particularly disliked by the women.
Jeppson et al. (2003) used semi-structured interviews to explore the complexities of 
the binge-purge processes in bulimia for 8 American women aged between 20-39 
years. Themes drawn from the data included: ‘General attempts to cope and control’ 
where participants talked about the role of binge/purging in coping with life; and 
‘Attempts to regulate emotion’ where the women described the triggering role of 
unwanted emotions in their binge-purge experiences, and how the binge-purge could 
sooth and comfort.
Hamilton-Wasson (2003) investigated the relapse experiences in women with 
bulimia. The study identified two broad categories of triggers: ‘managing internal 
emotional states’ and ‘dealing with interpersonal relationships’. Although the study 
focused on relapse experiences, it also highlighted trigger experiences, which may be 
applicable to the person with bulimia who is trying to stop bingeing, whether they 
have experienced ‘recovery’ or not. ‘Managing internal emotional states’ highlighted 
the role of the binge in managing positive states related to using food (binge) to 
increase enjoyment, excitement or celebration. The role of the binge in managing 
negative states (e.g. fear depression, anxiety) was also described. Lapses in eating
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appeared to occur when the negative emotional state was greater than the 
individual’s ability to cope. Individuals also ate high calorie foods (typically binge 
foods) with the aim of maintaining control or testing commitment to abstinence. This 
was not successful, as one participant describes “then I got to the point where I was 
planning a binge” (pg 81). Strong cravings and urges also triggered a binge. In the 
second category ‘Dealing with interpersonal relationships’, participants experienced 
avoidance of relationships, turning to food rather than relationships and being unable 
to cope with feelings of frustration and powerlessness related to relationships. In 
addition interpersonal conflict with others produced anger and jealousies. The binge 
played a role in modifying these feelings.
Broussard (2005) explored women’s experiences of bulimia, using a 
phenomenological approach. 13 American women with bulimia, aged 18-36, 
participated in this study. Through semi-structured interviews participants talked 
about their bulimic experiences. An overarching theme of ‘living a double life’ was 
established, which incorporated a public non-bulimic and private bulimic life. Themes 
were identified in the context of living with bulimia. In the first theme ‘Isolating self 
participants described isolating themselves in order to engage in bulimic behaviours, 
including ‘concealing eating.., sneaking food, avoiding witnesses and strategizing, 
and lying’ (pg 47). Participants likened their experiences to being ‘like an alcoholic 
lives with alcohol’ (pg 47). ‘Being at war with the mind’ captured the experiences of 
“a mental and psychological battle within themselves of conflicting thoughts and 
feelings of being ‘possessed’” (pg 47). Lastly ‘Pacifying the brain’ explored the 
overwhelming compulsion to eat and the “uncontrollable desire to surrender to their 
inner voice and feed this urge” (pg 48). Broussard highlights issues arising from her 
study not found in the literature which included the “ internal struggle with conflicting 
thoughts, ideas and behaviours; and an internal dialogue of rationalizing their bulimia 
whilst at the same time considering it irrational” (pg 49).
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1.5. Summary of Research findings
From the research described here it is expected that the experience prior to bingeing 
will be experienced, often whilst alone, as impulsively emotionally distressing, 
accompanied by hunger, cravings, and conflicting negative critical thoughts from 
which the individual aims to escape, or moderate, through bingeing. From the 
qualitative research findings it may be expected that preceding a binge participants 
may experience: a psychological battle of conflicting thoughts and feelings; obsessive 
thoughts; and a compulsion to eat, in the context of interpersonal and emotional 
conflict. The idea of the experience as automatic or planned is also suggested.
1.6. Research Aims
The current quantitative and qualitative research provides a framework for 
understanding and explaining something of the experiences prior to bingeing in 
bulimia. However there are areas where the research is limited, highlighting a need 
for further research e.g. exploring the experience of planning binges (verses impulsive 
binges), the experience of control preceding bingeing, the experience of automated or 
learned processes and the experience and meaning of obsessive thoughts. This 
would be useful for understand how bingeing is experienced, when, or if, these 
processes are present. Each of these processes could suggest a very different 
experience that may occur prior to a binge e.g. is the experience automatic or does it 
feel like a battle of thoughts? In addition how the processes prior to a binge are 
experienced may impact on the individual’s perception of being able to prevent 
bingeing. In order to tailor therapeutic formulations and interventions effectively, 
understanding the nature of individual experiences appears essential. Jeppson et al. 
(2003) highlight the benefits of understanding more about the processes in the 
binge-purge cycle in order to enhance the therapeutic relationship and increase trust 
in the therapeutic alliance by enabling the therapist to understand and empathise 
with the individual’s experience. Developing effective working relationships, through
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being understanding and open to individual experiences and the meaning the 
experiences hold for the individual is a fundamental skill for clinicians (Culley & Bond,
2004).
Research into women’s personal experiences of bulimia is limited (Broussard, 2005). 
The research literature has mainly utilised quantitative research methods and 
explored quantitative research questions. Nicolson (1995) suggests the importance 
of qualitative and quantitative research for enhancing understanding of the issues 
being investigated. Nicholson (1995) also questions the credibility of mainstream 
research lacking descriptions of individuals’ experiences of psychological difficulties 
when discussing these issues make up most encounters between mental health 
professionals and service users. The qualitative research to date explores the 
general experiences of bulimia, rather than specific experiences of bingeing or the 
experiences prior to a binge. Qualitative methodologies are best suited for exploring 
the individual experience by aiming to explore the participants’ world and how they 
make sense of it (Willig, 2001). IPA19 is a qualitative method which aims to explore 
the experience of the participant, in order to understand how the individual perceives 
and describes an object or event, and what this experiences means (Smith & Osborn, 
2003). This method is considered suitable for this research as it provides a space to 
openly and flexibly explore the experience preceding a binge (Smith & Osborn, 2003). 
Therefore, whilst this literature review has a cognitive emphasis, and there is an 
interest in the cognitive perspective of the women’s experience, it is the aim of the 
researcher to be open to the experiences the women bring to the research, and to try 
and displace the cognitive emphasis by asking women with experiences of bulimia to 
lead the present research.
In conclusion, as the bulk of research has been CB orientated and researcher-led, 
this research will ask women with bulimia about their experiences and will give the 
opportunity to the participants to have their say on the processes that lead up to
19 A more detailed account of IPA is provided in the Method section
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bingeing in bulimia. The aim of this project therefore is to ask what processes women 
with bulimia experience prior to their bingeing. These processes could be cognitive, 
emotional, behavioural, or an interaction of the three. By giving women the 
opportunity to take the lead, this research adds to the qualitative research in this 
area.
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2. METHOD
2.1. Rationale for Methodology
This study employed the qualitative methodology of IPA to analyse the data.
IPA, developed by Jonathan Smith (Smith & Osborn, 2003), is based on a 
phenomenological philosophy which focuses on an individual’s perception of an 
object or event (Smith & Osborn, 2003), rather than seeking to produce an objective 
account (Smith et al. 1999). This phenomenological perspective assumes some 
relationship between what a participant says and the beliefs they hold (Smith, 1995). 
IPA also involves the theory of hermeneutics - which incorporates theories of the 
interpretation of texts (http://www.psyc.bbk.ac.uk/ipa/ 5/12/06). Specifically it is 
about studying texts (including texts of experiences), and being able to understand 
these from the other person’s point of view, taking the cultural and social context into 
consideration (http://en.wikipedia.org/wiki/Hermeneutics).
The aim of IPA is to explore the participants’ social and personal world (Smith & 
Osborn, 2003), and their experience of it from the participant perspective (Willig, 
2001). The researcher looks for meanings that participants hold about their 
experiences (Smith & Osborn, 2003). IPA is also concerned with mental processes, 
specifically cognition - assuming a link between what a person talks about and their 
thoughts and feelings (Smith & Osborn, 2003).
However, IPA recognises that the researcher will always be part of the interaction with 
the participant and so will always be impacting on the communication in some way. 
Therefore it is made clear that the researcher can never be completely separate from 
the participant and the research process, but neither can the researcher provide a 
complete ‘insider’ perspective, instead the researcher is considered to have an active
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role within the research (Smith & Osborn, 2003). This is part of the theoretical 
hermeneutic stance, whereby a two-stage interpretation process (double 
hermeneutic) exists, as the researcher’s interpretations are based on trying to make 
sense of the participant trying to make sense of their experience and the world 
(Smith & Osborn, 2003).
Making the position of the researcher in the research process clear from the onset 
enables the researcher to be aware of their role and the potential impact they may be 
having on each stage of the research. This open and reflective element is an 
important part of this method, and assists in maintaining research credibility (Willig, 
2001). As access to understanding the participants world is influenced by the 
researcher’s own beliefs and conceptions (Smith et al. 1999), this may restrict 
access if the researcher holds specific preconceptions or expectations. However 
researcher conceptions are also used for the interpretative analysis (Smith et al. 
1999).
IPA was chosen for this study for the following reasons:
Firstly, IPA allows for in-depth analysis of individual experience to gain a rich 
description of the phenomena under investigation from an individual rather than 
researcher-led perspective. This individual perspective, can add to a body of 
literature that, by and large, has not fully explored the individual qualitative 
experience.
Secondly, I felt that, IPA with the focus on cognition, looking at what people say about 
their experience and what this reveals about their thoughts and feelings was an 
appropriate stance for my research which was aiming to understand what sense 
people make of their experiences preceding bingeing, and perhaps to understand 
something of the thoughts and feelings in that experience.
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Thirdly, the IPA approach aims to maintain an open, non-directive approach to enable 
access to participants’ experience without imposing preconceived ideas or 
expectations on what participants experience may be. The open questions in the 
semi-structured interviews enable participants to express their experiences, and 
guide the interview in ways that are most relevant for them and not on a researcher 
predetermined path.
Fourthly, I believe in the stance of IPA regarding the importance of acknowledging 
that the researcher can never be completely separate from the research. I think that 
being honest and recognising one’s own assumptions and influence on the research 
can actually help to account for or minimise potential biases.
2.2. ETHICAL ISSUES
This research was given a favourable ethical opinion by the NHS Local Research 
Ethics Committee and the Research and Development Committee for the NHS Trust 
(Appendix 2), and the University of Surrey Ethics Committee (Appendix 3). Ethical 
issues were considered e.g. participants to be: treated with respect; provide informed 
consent; and given a full debrief. Procedures were also in place to manage distress if 
it arose.
2.3. Participants
2.3.1. Setting
The study was based in the south of England. Participants were recruited from a local 
NHS Eating Disorder service (EDS) and from an Eating Disorder online research
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database (online-RD), run by a charitable organisation. Volunteers requested to join 
the database if they were interested in taking part in research.
2.3.2. Participation Criteria
1. Women (aged 18 +) with Bulimia.
2. The exclusion criteria included:
Non-English speaking individuals, as IPA places emphasis on language 
it was necessary to include only English speaking participants to aid 
clarity at the analysis stage.
- Individuals’ under restriction of the Mental Health Act due to the high 
level of distress these people may be experiencing.
2.3.3. Sampling
Research using IPA aims to use a small homogenous sample, due to the nature of the 
idiographic20 approach (Smith & Osborn, 2003). Therefore a purposive sampling 
technique was employed to obtain a specific sample relevant to the study. The 
sample sizes for IPA studies have ranged from 1-15 (Smith & Osborn, 2003), 
therefore between 8-12 participants were sought for this study.
2.3.4. Situating the Sample
8 women with bulimia living in the UK took part in this study (See Table 1 below for 
participant details). The women were all White British, with experience of accessing 
ED services.
20 The idiographic approach involves the detailed analysis of individual transcripts, in order to  be able 
to describe something in detail about the particular cases studied, rather than working at a group or 
population level and making large generalisations (the nomethetic approach) (Smith & Osborn, 2003).
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Table 1: Participant Details
Major Research Project
Participant
Alias
Age Age
onset of 
Bulimia21
Marital Status Occupation Recruited
EDS/
Online-ED
Interview
Format
Alice 23 19 Single Student EDS Face-to-
face
Lily 24 19 Single Student EDS Face-to-
face
Gemma 27 13 Single. Employed EDS Face-to-
face
Susie 25 15 Divorced. Employed EDS Face-to-
face
Annie 38 14 ' Divorced. Employed EDS Telephone
Clara 26 16 Single Student Online-ED Telephone
Beth 32 13 Married Employed Online-ED Telephone
Rachel 28 16 Single. Part-time 
student/part­
time employed
Online-ED Telephone
The participant details above were collected to help the reader situate the 
participants in context. As this research adopted a qualitative perspective, no further 
questions (i.e. co-morbidity) were asked of the participants. This was due to the 
nature of the IPA method used to analyse the data. The aim of IPA is to reflect on the 
nature of a particular phenomenon and only a homogenous sample (Smith & Osborn 
2003) is needed. Homogenous sampling means that all participants had had the 
same experience, in this case, women with experiences of bulimia. However, if 
participants mentioned during the interview other issues/symptoms relevant to their 
ED, these were taking into consideration during the analysis and their relevance to 
binging and bulimia was examined.
21 Approxim ate age given. Not all participants were clear on the exact onset o f Bulimia.
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2.4. Procedure
2.4.1. Recruitment
The procedure for recruiting from the EDS and Online RD are outlined below.
2.4.2. Recruitment: EDS:
1. Information about the research was presented to clinicians at the EDS who 
considered suitable participants.
2. The EDS clinicians invited any potential participants to take part. They 
provided potential participants with an invitation letter (Appendix 4) and 
Participant Information Sheet (PIS-EDS, Appendix 5) explaining the study in 
detail.
3. Potential participants were encouraged to contact the researcher indirectly 
via their clinician or directly, to discuss their participation in the study (via 
post or email)
4. Once in contact, the researcher reviewed what the study would involve with 
the participants and if they were happy to continue, arranged a time for the 
interview at the EDS.
5. At interview, participants were given a Consent Form (Appendix 6) and 
Background Information Sheet (BIS, Appendix 7) to complete.
6. If participants were unable to attend for an interview, a telephone 
interview was offered. Participants were sent the consent form and BIS to 
complete and return in a stamped addressed envelope (SAE) before 
arranging the interview.
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2.4.3. Recruitment: Online RD
1. A research advert was placed on the online RD website (Appendix 8)
2. The online RD contacted volunteers who matched the inclusion criteria and 
emailed them details of the research.
3. Interested volunteers emailed the researcher. They were sent an invitation 
letter (Appendix 9) PIS (PIS-online-RD, Appendix 10) and consent form 
(Appendix 11) and BIS to complete with an SAE to return to the researcher if 
they wanted to take part in the research.
4. On receipt of the completed forms participants were re-contacted to organise 
the telephone interview.
2.4.4. Data Collection Method
IPA typically uses semi-structured interviews to collect data (Smith & Osborn 2003; 
Willig, 2001) although whether this should be face-to-face or using other methods 
e.g. telephone interviews is not specified in general IPA texts (e.g. Smith & Osborn 
2003) with the aim being to “work with the texts generated by participants” (pg 54, 
Willig, 2001). Previous IPA studies have typically used face-to-face interviews (e.g. 
Brown et a/. 2006; Campbell & Morrison, 2007), but other methods have included 
telephone interviews (e.g. Arroll & Senior, 2007; Burland & Davidson, 2002; 
Goldsworthy & Coyle, 1999) and mixed methods e.g. Murray & Harrison, 2004 who 
for practical reasons and consideration for their participants used face-to-face 
interviews and email interviews. The advantages and disadvantages of telephone 
interviews have been discussed in the literature (e.g. Musselwhite et al. 2007; Smith,
2005). Benefits include efficient use of researchers’ time (Musselwhite et al. 2007), 
and participants’ time (Ross et al. (2001) cited in Smith, 2005) and participants may 
be able to speak freely given the more anonymous telephone option. Disadvantages 
include the loss of non-verbal communication from body language (Musselwhite et al.
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2007) and responses may be shorter (Baker, 1994, cited in Smith, 2005). Advice on 
conducting telephone interviews was considered from Smith (2005).
The procedure of interviewing participants was originally planned as face-to-face 
interviews. During recruitment, telephone interviews were offered to participants at 
the EDS following difficulties in recruiting participants who were able to attend face- 
to-face interviews and a participant request. Recruitment from the online-RD also 
contributed to the decision due to limitations on the researcher’s and participants’ 
time to meet face-to-face (as the online-RD participants came from a national sample 
rather than the local area) and risk issues making it more satisfactory to conduct 
telephone interviews than visit private homes. In addition the use of mixed methods 
of recruitment was not considered an issue as I was not seeking to standardise 
conditions.
The actual experience of the telephone interviews was very positive with no 
noticeable difference between the data collected from either method. This may be 
attributed to a combination of the participants being keen/volunteering to take part 
in the interview, and the researcher being practised in conducting the interviews 
(having conducted four face-to-face interviews first).
2.4.5. Development of Interview Schedule
Semi-structured interviews aim to gain an idea of participants’ beliefs or perceptions 
on a particular topic, and are a useful way of exploring the complexities of a topic 
(Smith, 1995). The interview provides structure in the form of an interview guide 
which highlights broad areas of interest, whilst providing the researcher flexibility to 
explore areas of interest that arise in the interview (Smith, 1995).
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A semi-structured interview was developed for use in this research guided by Smith 
and Osborn (2003), Smith et al. (1999) and Smith (1995), and by the past research 
on ED’s.
1. Four broad areas were addressed in the interview (see Interview schedule, 
Appendix 12). Key questions were phrased as open questions to encourage 
participants to describe their experiences with as much freedom as possible. 
Further prompt questions were used during the interview if needed. The 
interview schedule was used as a guide rather than to dictate exactly what 
was to be asked in the interview. This is in line with the IPA methodology, with 
the open and flexible line of questioning helping to enter into the psychological 
and social world of the participant, as much as is possible.
2. An initial ‘warm up’ question was introduced to encourage the participants to 
say a little about themselves and to help establish rapport.
2.4.6. Interview Process
At the beginning of the interview the researcher explained about the research and 
what the interview would involve, including reviewing the information on the consent 
form. The interviews were audio-taped and lasted 30-60 minutes. After the interviews 
were completed they were transcribed verbatim and anonymised. The tapes were 
then destroyed. To preserve participant confidentiality the names in the results 
section have been changed. See Appendix 13 for an interview transcript.
2.5. Qualitative Analysis
The IPA analysis was guided by Willig (2001), Smith and Osborn, (2003) and Smith et 
al. (1999).
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Firstly an individual interview transcript was chosen for analysis. This was chosen on 
the basis of its detailed and in-depth nature. The written transcript was read and re­
read, whilst making notes in the left-hand margin on thoughts, reflections or 
observations that arose. This included making comments, asking questions, writing 
summaries and considering language use. There was no rule about what was 
commented on at this stage of the analysis. Secondly, the transcript was reviewed 
again, identifying emerging themes within sections of the text which were noted in the 
right-hand margin. Psychological terms were gradually introduced at this stage in 
order to interpret, summarise and title the themes. At the third stage, the task was to 
structure the themes and look for connections that may link themes into clusters, all 
the time linking this analysis back to the original transcript. Super-ordinate themes 
emerged at this stage and interpretative resources in the literature were drawn upon 
to make sense of the themes further. Fourthly, a table of themes was drawn up and 
quotations selected from the transcript to illustrate these themes. This complete 
individual analysis was carried out with a further two transcripts. The aim was to look 
at each of these transcripts in as fresh a way as possible. Once the three transcripts 
had been analysed, the themes were reviewed and a table of themes and super­
ordinate themes was created. At this point the remaining five transcripts were 
reviewed with these final themes in mind with the aim of identifying data in the 
remaining transcripts which linked in with the table of themes.
A summary of the themes (Appendix 14) was sent to participants (who had expressed 
an interest in this at the interview) for their comments and feedback. This process 
helped to confirm the credibility of the themes identified by the research as 
recommended by Elliot et al. (1999).
The method of analysis (IPA) assumes the researcher cannot be completely separate 
from the data, and so the data and emerging themes were interpreted in light of the 
knowledge, experiences and beliefs the researcher brings to the research process. 
The researcher aims to reflect on the research process and the researcher’s potential 
influences on the research (see below).
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2.6. Owning One's Perspective
Reflection is highlighted within IPA. Elliot et al. (1999) encourages qualitative 
researchers to demonstrate good practice by owning their own perspective - by 
clarifying their own beliefs, assumptions and theoretical orientation that may have 
guided the research and research process.
I have always held an interest in ED’s. I would acknowledge that I have experienced 
some mildly psychologically unhealthy eating habits. I think these experiences have 
enhanced my desire to understand the personal experiences of a person with an ED 
and to help to maintain psychologically healthy eating.
I have read a number of personal accounts of people with an ED and have attended 
lectures, conferences and training courses in this area. This has developed my 
theoretical knowledge base of ED’s. I have also worked with young women with ED’s 
through my clinical career and have been struck by the devastation and frustration 
that ED’s can cause to the people experiencing the disorder and the people around 
them.
I have been aware throughout the research that my (particularly cognitive) experience 
had the potential to impact on the research. I reflected on this throughout the 
process to minimise the impact of my beliefs in this way in order to be open to 
whatever the research process produced. I was aware that I needed to be careful to 
ask open questions that did not direct participants in any way. This was something I 
monitored throughout the interviews and reflected on post-interview in preparation 
for the next interview. I think this process helped me to remain curious about all 
aspects of the experience that the participants were bringing to the interview and 
stay alert to my potential biases.
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3. RESULTS
The experiences prior to a binge in bulimia were explored through interviews with 
women with bulimia. Although ultimately, experiences are unique to every individual, 
through analysing the interview transcripts it was possible to identify themes 
emerging from the data22. The women described experiences prior to bingeing that 
were emotionally driven and impulsive, that involved restricting food and battling with 
the urges to binge and that involved making plans and developing habits. The 
resulting themes are set out schematically in Table 2 below:
Table 2: Table of Themes
Master Themes Super-ordinate Category
The Need to Numb- 
The Emotional Experience
- My Emotional Binges
- The Need to Escape
- The Impulsive Binge
Battling with my Brain -  
The Resisting Experience
- 1 can’t  eat today
- Conflicting thinking
- Warring with My Head
- They are too Powerful
- Green light to go
- Planned or Impulsive
Too Good an Opportunity to Miss 
-The Planned Experience
- Taking the Opportunity
- A Conscious Decision
- Making Plans
- The Calming Effect
- Becoming a Habit?
22 The themes illustrated here, were reviewed by the participants, who provided positive feedback (see Appendix
15 for comments).
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These themes will be explored in further detail in this section, alongside quotes23 
from the women interviewed to assist in illustrating the themes and demonstrating 
how the themes have emerged from the women’s experiences. Also, and whenever 
possible, the words of the participants have also been used to illustrate a deep 
engagement with the data and a desire to be faithful to the participants’ expressions.
3.1. Theme 1: The Need to Numb - The Emotional Experience
The experience of a negative emotional event prior to a binge was something that the 
women shared. The binge, which tended to follow immediately and impulsively after 
this emotional experience, was ‘something to numb’ (to use the words of one of the 
women) the difficult feelings being experienced.
My Emotional Binges
The experience of negative emotions prior to a binge was described by the majority of 
the women.
The women identified typically feeling ‘depressed’ or ‘really lonely’.
Clara: the routes that push me to it are definitely anxiety and stress, 
loneliness, depression
However Lily questioned the idea of an emotional trigger to her binges:
23 In order to enable to narrative to flow in an accessible way for the reader, brackets (...) will be 
used when material has been omitted, to aid readability. Information provided in square brackets 
[ ] will be used when clarification is required. Quotes from participants used in the main text are 
highlighted by single quotation marks
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I wouldn’t really say I’ve had many emotional binges, I can’t think of any 
really.....its not like I do it out of depression or a n y t h i n g m o s t  of the time 
I think its boredom..
Beth also described boredom as occurring prior to a binge. It may be that this is a 
similar experience to loneliness as it resulted when the women were alone, which 
may in turn suggest the presence of underlying negative emotions about being alone.
Further reasons for the distress included ‘being left on my own’, jealousy, lack of trust 
in a partner, poor performance at work, and acknowledging the future loss of the 
eating disorder:
Alice: I sat there [in a bulimia recovery group] realising I had to give it u p , I  
was really upset
Susie also explains how an unexpected change in food or eating can trigger angry 
emotions which can drive the wish to binge, e.g. when a routine day of planned food 
was disrupted or when being presented with eating from a buffet:
....like a buffet, that can trigger it, .(...).. just, thinking oh that's not right..(..).. 
with the food...(..)..so now that’s made me angry and...l’m just going to [binge]
This suggests a need for control of food, and an inability to cope with change in a 
food routine or with being given too much choice (e.g. a buffet). By being put in an 
unexpected situation where the person does not feel in control, this creates the 
negative emotions which ultimately trigger a drive to binge.
Lastly, the experience of believing they have eaten too much, be it ‘two bits of 
chocolate’, or eating more than a controlled ‘1500 max’ calories is experienced with 
anxiety. The women described how they are unable to contain the negative feelings
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and physical sensations of having eaten something, and this becomes a ‘trigger’ to 
binge:
Gemma:.... we had a sandwich van that comes round to work and so i'd go out 
and have a bacon cobb and a packet of crisps and not at aii intend to throw 
that., up, but having eaten it i couldn't deal with the feelings of guilt for having 
eaten it, and how fat I was going to get and how uncomfortably full I felt, so I 
would go and throw it up, but then that set the rest of the day completely out 
of kilter..
This suggests a cyclic process where emotion can drive the urge to eat (binge), yet 
eating itself creates negative emotions which feed back into the cycle.
The Need to Escape
Managing negative emotions by turning toward a binge appeared to be a common 
way of ‘blocking out’ emotions for the women. For Alice, her need to numb was met 
by food which has ‘always done that in the past’, by providing ‘comfort’, whereas 
Susie would ‘eat and eat just to get rid of it all’ [the emotions]. Beth describes similar 
experiences:
..it numbs.;....if something bad happens I will turn.(..)....to bingeing....;.! use it 
as a coping mechanism... (..)... to escape,
These women appear to have great difficulties containing and dealing with negative 
emotions, in a ‘constructive’ way. The instinct to binge is to shut off and block 
emotion rather than to face it or process it.
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Ironically, as described earlier, despite the perceived role of the binge to provide an 
escape from negative emotions, a binge itself can trigger strong negative emotions 
which then feed back into the emotional-binge cycle:
Gemma: so the only way to block out the negative feelings about the horrific 
thing you've just done to yourself [bingeing] is to go and eat some more
A further purpose of the binge was described by the women who felt lonely and bored 
prior to a binge, as Alice explains about her binges during unhappy times at school:
There's also the whole thing about bingeing being something that you do on 
your own..(..). when you feel a bit lonely and bored it gives you something to 
do...(..)....and if you're doing it you don’t want anybody else to be around, 
because if  they are you can’t do it. So, it’s this all sort of, 'ha I don’t need you 
anyway cos look I’m doing something that I don’t want you around for’...
In this excerpt Alice’s understanding of the role of the binge appears to be in defence 
of the loneliness and isolation she experiences from her peer group. The binge 
provides comfort from the loneliness enabling Alice to feel that she doesn’t want or 
need to have other people around.
The Impulsive Binge
Typically, following the emotional experience, the binge followed soon afterwards. 
This appeared to be impulsive and unplanned, an immediate reaction to the negative 
feelings:
Gemma: one Sunday afternoon when I came back from the pub, I was 
upset about something and binged
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Alice also experienced this experience leading to the binge and the binge itself as 
something that she didn’t have ‘a choice’ over. She felt that it would ‘just be 
something that I did’:
I wouldn't bother sitting there going ‘no I'm not going to do it ’ ...‘no I’m not
going not to do it’ I would, just do it and it wouldn’t be much debate going
on in my head..
The emotional experiences play a role in the rapid drive toward the binge, often in 
order to protect the women from having to feel the emotions by providing a way of 
blocking them out. These experiences appear to be impulsive and relatively lacking in 
both an active thought process, and a sense of control. This experience contrasts 
somewhat with the following themes which demonstrate elements of battling the 
binge, planning and active thought.
3.2. Theme 2: Battling with mv Brain - The Resisting Experience
Prior to some binges, the women described experiences of restricting food and 
desperately trying to resist, though unsuccessfully, the urge to binge.
I can't eat today
All the women described experiences of restricting food prior to a binge, which it was 
acknowledged, was not ‘the most sensible thing to do if you want to stop bingeing’. 
Skipping breakfast and lunch appeared to be a fairly common task to attempt. Rachel 
explains her mind set from first thing in the morning:
I’d wake up and I’d be like right I can’t eat today..(..).. I can’t eat 
breakfast, I can’t eat lunch I can’t eat anything;
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As a result of restricting food the women start to crave the food they are focusing on 
restricting e.g. ‘chocolate’ or ‘cake’. For some women this would result in explicitly 
‘craving a binge’. Alice explains how restricting food can lead to cravings and 
compares this experience to an alcoholic craving:
I very rarely ate carbohydrates anyway so all my binges would have 
involved large amounts of carbohydrates. (...)..l would have been craving 
them..(..) .its like an alcoholic...
This indicates the women’s perception of the disorder as similar to that of a drug 
addiction where there is a craving for the drug (food). This perception is also 
supported by Annie and Beth.
Furthermore the impact of restricting food inevitably leads to hunger, e.g. Clara 
reinforces the role of hunger in combination with restricting and wanting to eat 
certain foods:
quite hungry by that point then I'm thinking more .and more about the foods I 
want to eat
Rachel is able to acknowledge that restricting food increases the likelihood of 
bingeing. Therefore by restricting, this suggests an underlying ambivalence toward 
wanting to successful restrict and wanting to binge:
;... part of me knew by starving myself that was gonna lead to a binge anyway
Annie goes one step further by describing how restricting food and drink during the 
day, ‘allows’ her to eat later in the day. This indicates a purpose served by the 
restriction to enable eating, and perhaps bingeing, rather than to ultimately prevent 
and restrict eating - adding to the ambivalence toward the two behaviours.
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Conflicting Thinking
All the women described thinking about bingeing prior to a binge. For Clara, food was 
the ‘first thing’ she thought about on waking up. This would often involve positive and 
negative thoughts about food, self talk, and arguing with themselves.
Thoughts would often be repetitive and centre on telling themselves ‘not to do eating’ 
and that they were ‘not going to binge today’. Annie described her thoughts on 
waking:
[I would get up thinking] I’m not going to eat,., don’t do it, don’t do it don’t 
do it, no you can’t no you can’t no you can’t
In addition thoughts would often look to the future hopeful that tomorrow was 
‘going to be a good day’:
Clara:.. tomorrow I so desperately.(..).. want to start fighting I’m going to start 
fighting
Thoughts would also be negative, particularly about the self. The aim of these 
thoughts may be to increase the chances of not bingeing by making the person feel 
they were ‘letting [themselves] down’ or because they are too ‘fat’.
Beth: I promised myself I won’t do it today, and I try and find reasons why I 
can’t b e c a u s e  I’m going out this weekend and I’ve got to look okay..(..).. 
I can’t look bloated in the face...
However the women also described conflicting thoughts that centred on the ‘foods 
[they] want to eat’ and ‘want[ing] to binge’. For Alice this evoked pleasant memories,
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which may have increased the chance of linking the idea of bingeing with pleasant 
feelings, creating the idea of food as comfort as described in the first theme -  The 
Need to Numb:
[the thoughts would] be about what sort of foods to eat...(..).. usually about 
bread..(..).. and about having to eat it...(..)....my mum used to always bake 
bread..(...)... and I now make bread..(...)...to get the.(..).. warm homely feeling...
However for Rachel thinking about foods was a less pleasant experience as if the 
food was talking to her, trying to encourage her to eat:
all I could think of was food...; [the food] its teasing you, its like come on, eat 
me eat more,, you want more, what you have is not enough
Warring with My Head
All the women described the experience of ‘Constantly thinking about food’ when 
trying to resist eating and bingeing. This is illustrated by Rachel:
I think it ’s a constant battle, its always in your head....you can’t live your day 
without food and even when its not mealtime..(..).. you spend your day 
constantly thinking about food, what you gonna eat..(..)... how you going to 
stop yourself bingeing or if  you are going to binge you [think]., where you 
gonna binge, how long for, ..(..)....where you can be sick..(..).. what you are 
going to eat and what you are going to keep down and ...with all that you’ve 
still got going through your head how many calories is it, how many grams of 
fat, is it above my limit, its just constantly calories, food, fat, why you should 
throw up why you shouldn't throw up, why you shouldn't eat, why you should 
only eat a normal portion
234
E Cotterill Major Research Project
Rachel’s frustrated reaction to having this experience is described below:
[it’s] very tiring you just want to teil it shut the f * * *  up, and...(..). you want to 
hit your head on the side board cos it ’s so frustrating..(..). you want it to go 
away ..(..)..its like you want to shut that piece of your brain down and it just 
won't go away, its like lying there and trying to get to sleep and its there in the 
back ....(..)..l'd be like please just go away for one day
These experiences are shared by the women. For Alice this was akin to ‘warring with 
their head’ and ‘dominating’ or for Beth ‘tormenting’ and ‘battling [with her] brain’. 
For Gemma the experience was ‘all consuming’, for Annie, ‘like this constant battle in 
[her] head’ and for Susie like a two-week-long argument. Alice describes her 
experience further:
/ felt totally out of control of myself and everything around of myself... It was 
incredibly scary. It was one of the scariest times of my life I would say ; 
thinking about eating all day would dominate my thoughts; I’d go mad with the 
thoughts going round and round in my head’
For Annie this ‘battle’ experience had an obsessional quality that enabled her to keep 
control:
I have obsessional thoughts....(..). I obsess about food..(..).. if  I can focus on 
not eating and do it then I am in control, .... It’s more of an obsession about 
not eating than an obsession to eat, sometimes I feel I go crazy, it is 
exhausting’
Lastly, for the women, the constant battle and being ‘preoccupied with foods’, 
impacted significantly on their daily life and ability to work, resulting in feeling 
‘completely distanced' from events around them with ‘shocking..(.)..concentration 
levels’ as illustrated by Beth:
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I just couldn't concentrate on the meeting, because its like the food..(..).. it 
was talking to me....(...)...in my head I'm thinking, oh my god, right do I then 
give them [chocolates] for my husband or do I eat them now and that's it or do 
I eat them to start the binge, or do I throw them away...
These experiences illustrate the devastating and exhausting experience of constantly 
battling with thoughts about food and bingeing.
They are too powerful
The experience of battling with their thoughts, resulted in beliefs being formed about 
having the thoughts which are perceived as ‘stronger’ and ‘too powerful’ (Clara) to 
overcome. Alice described having been through an unsuccessful battle with the 
thoughts which had lead to a binge. Her reaction to the presence of thoughts in 
subsequent ‘battles’ is outlined below:
I gave up trying to resist them (the thoughts) after a while.; ...I knew as soon 
as the thoughts came into my head it was inevitable, ..after that, when 
thoughts came into my head to do it, I sort of did it [binged] ;...otherwise I 
would think about nothing else...
This demonstrates how Alice’s experience of trying unsuccessfully to resist her 
dominating thoughts created a perceived learning opportunity for her. She formed the 
belief that the thoughts were stronger than she was and that it was inevitable once 
the thoughts came that she would binge. This also suggests a link between thinking 
about bingeing and the act of bingeing, which was also held by Annie:
if  I thought about eating then I'd do it
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The Green Light to Go
The restriction of food and battling with thoughts appears to be resolved through the 
thoughts and actions that provide the ‘green light to go’ and binge.
Within their thoughts, the women described thoughts which ‘allowed’ them to binge. 
Beth described this as her ‘sod it head’ which came out as a thought such as ‘sod it 
just keep eating’ (Lily). This type of thought suggests a recklessness regarding the 
consequences of bingeing, and was often associated with the idea of eating much 
more food, as Gemma describes:
so would then think: ‘well that’s that blown’, ‘I’ve completely blown that, so 
now I’ll go to the shop and get some more chocolate'
For Rachel, this ‘sod it’ experience was justified by considering future purging:
I’d think ‘f * * *  it’ basically, ‘I’m gonna binge’...so you just think: ‘well I’m going 
to throw up anyway so I may as well eat five chocolate bars, five packets of 
crisps you know, what ever I've got in the cupboards’
Through their actions, the women experienced eating a small amount of food as a 
‘green light to go’ for the resulting binge. The first bit of food eaten was often 
instrumental in helping the women confirm the decision to binge. For Susie, she 
perceived this experience as helping her to make up her mind whether or not to 
binge:
I'll eat two squares of chocolate, then I’ll think oh well you might as well do it
now , if  I’m unsure then I will eat something that will make it., like that
green light to go,...
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It is possible that Susie’s actions demonstrate ambivalence about resisting a binge, 
and a possible sense of denial around taking responsibility for the binge itself. A 
similar sense of denial is seen in Gemma’s comments when she describes eating the 
first bits of food ‘thinking that’ll be fine’, but then continuing eating. In contrast, Annie 
saw the first bite as an immediate permission to ‘carry on that whole day of eating’.
The women also associated that first bite with getting ‘out of control’ and overeating 
which then resulted in a binge:
Lily: I'd just have a biscuit or whatever and suddenly I'd just loose control 
..(:.)..l’d have lunch and I wouldn't be able to stop, I'd keep eating....
Some of the women also acknowledged the perceived power attributed to eating the 
first bit of food and the resulting binge, demonstrating their perceived lack of control 
over their eating. Rachel recalls how she ‘knew’ that taking her ‘first bite’ would result 
in a binge, or as Annie explains:
if  I had one biscuit....my day then would just go down hill 
Planned or Impulsive?
Within these experiences of restricting and resisting, the women experience 
immediate and impulsive binges as outlined here. Beth describes how her fight not 
to binge breaks down:
; I'll be fighting it all day and t h e n . I ’ll just give in... I’ll just go to the 
machine and....I’ll secretly eat.... 5,6 chocolate bars.....
However it was also the experiences of some of the women that following the battle 
to binge, and making the decision to binge, the binge itself is delayed and planned
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for. Rachel describes how from resisting food all day, she takes her first bite and 
begins to plan:
you know as soon as you've eaten it [first bit of food] that's when the
planning starts., if  you are going to binge you sit there and you p lan , I
used to like be planning it all day and some days I would actually write a list 
and go and get it..
The experience of planning in the process leading up to a binge is described in further 
detail in the next theme.
3.3. Theme 3: Too Good an Opportunity to Miss - The Planned Experience
The experience of planning in the lead up to a binge was a strong theme that 
emerged from the data. All the participants described binges which had a strong 
element of planning and were particularly ‘planned’ in advance, often with a gap of a 
day or more between having an urge or deciding to binge, planning the binge and 
then carrying it out. These planned experiences appeared to be experienced in a very 
different way from the immediate and emotional binge experiences and were typically 
free from the battle of thoughts described in the previous theme.
‘Taking the opportunity’
Primarily, presentation of the opportunity to binge usually initiated the planned binge 
process. Typically this involved participants finding out that nobody was in the house 
and so they would be all on their own which often felt like an ‘opportunity not to be 
missed’:
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Gemma:.. I knew I’d have the house to myself.J know there's going to be a 
time when I’ll be on my own, where its more feasible for me to [binge]....
Finding, or being presented with an opportunity to be alone appeared to be 
particularly important to be able to maintain the secrecy of the binge and to perhaps 
defend against the negative feelings created about the binge process:
Gemma: being on my own and not having to be ashamed of eating a lot in
front of anyone else; its an opportunity to go and eat all those things that
you really want, without anyone watching you or feeling guilty or without 
feeling disgusted that someone could see you..
Knowledge of the availability of food also contributed toward the process prior to a 
binge, usually when food became available which had typically been restricted. 
Participants also justified taking advantage of this situation:
Susie:... [  staying at her Dad’s house] and my Dad’s got chocolate and like
certain things that I don't ever [ea t], and there’s all this food this good
food like the sweet stuff... too a good an opportunity to miss,...
Susie’s comment appears to suggest that it is the opportunity of having food 
available, rather than the presence of any craving or hunger that drives the binge.
A conscious decision
Many of the women appeared to experience a sense of control over the planned 
process as they made a ‘conscious’ or ‘calculated’ decision to binge. This experience 
is at odds with the uncontrolled and impulsive processes described in the previous 
themes:
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Gemma:,... [I] decided when I got home that I didn’t want the weight-watchers 
meal that was in the fridge I wanted to eat copious amounts of food, it was a 
planned controlled thing to do....
Rachel elaborates on how the sense of control and awareness of the conscious 
process leading to the binge is developed through the planning process, e.g. when 
writing a shopping list of binge foods:
i f  I’m writing it down I’d feel more in control;... cos you a re. (..).. sitting there 
and you are recognising what you are doing, you are more conscious of what 
you are doing, its like you are actually facing what you are doing and what you 
are thinking;... I’m going to allow myself to binge..
This awareness suggests an ability to keep a wider focus on the events taking place 
and to reflect on a level of responsibility for ‘allowing’ the process to happen. This is 
in contrast to the experience described in the theme ‘Battling with my Brain’, where 
the women felt unable to feel in control or responsible for their actions that appeared 
to spiral out of control.
A further sense that the process is being planned and controlled is demonstrated 
when the women discuss the timescale of deciding to binge in comparison with when 
the actual binge takes place. In the previous themes ‘The Need to Numb’ and 
‘Battling with my Brain’, the time between the events leading up from the urge to 
binge and the binge itself was generally illustrated as quick, impulsive and 
immediate. However, in many of these planned experiences the women describe how 
the time between thinking about bingeing and actually bingeing ‘could be as long as 
a week’:
Beth: I can think on the Friday I'm dying for a binge but I’ll wait til Sunday..
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Susie: sometimes I can decide in the lunchtime that when I get home I'm 
going to do it, or if  I know my mum is going away for the weekend then it can 
be like in my mind..(..).. that I'm going to binge.(..)..so then it could be planned 
a couple of days ahead
This demonstrates an ability to control the urge to binge for some considerable time 
and suggests a process of delayed gratification, for something that they ‘wanted to 
do’ as opposed to being something they were furiously resisting as in ‘Battling with 
my Brain’. Beth describes her feeling toward bingeing when an opportunity to binge 
arises when she knows her partner will be away:
I'll think it ’s a bit of a celebration of food
Similarly Alice explains how she ‘just fancied’ a binge, as opposed to being driven by 
feeling ‘hungry’ or ‘craving’ which she felt were not present.
However, feeling in control in the binge process or ‘choosing’ to binge was not 
perceived as an enjoyable experience:
Alice;... I felt more in control of it [the binge], which I don't think I liked the 
feeling of being in control...,before, I could blame it on, I sort of had no choice, 
I had to do it and I wasn’t really thinking about what I was doing; ...it made it 
feel worse that I was doing it...(..)....cos I was doing something that I hated, 
but I was choosing to do it rather than having to do it...(.)... bingeing is what 
seems dirty..(..)..so to consciously choose to do that is..(..).., not nice.
This demonstrates the conflict and discomfort between having some control and 
awareness of the choices being made about eating, and having to accept 
responsibility for choosing a behaviour that is ultimately unhealthy.
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Making Plans
The experience of planning a binge could involve being ‘preoccupied’ with planning- 
spending time prior to the binge thinking about what to eat and how much food to 
eat:
Lily: I would have to plan that I was going to eat all this food I would
actually think you know what, I’m going to go home and eat all this and eat all
that, and sick it up; well I’d think about all the different things that I’d be
able to eat...(..)... I’d think, If I was allowing myself to do it, t h e n . i n  a way 
the more food the better in a binge....
In describing the planning process, there is a general sense that the women find the 
process a ‘pleasurable’ experience.
Lily :..actually found it fun and enjoyed doing;.... I’d look forward to it; [once
planned I would try to not] get too excited, about it cos I never would know if  
someone was going to be at home...
A further aspect of making plans included making covert plans to create 
opportunities for bingeing or to maintain the secrecy of the binge. This enabled Lily to 
plan ways for people not to discover her binges and for Annie to create opportunities 
to binge ‘in secret’ even when other people were around:
Annie:.....I allow my children to go out for things so that I know I can eat
things as well;.. I might take the kids to the cinema so that I can go eat in the 
cinema, its not that I want to go and see a film, its so that I can take loads of 
crap in with me.....
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Finally Gemma commented on the link between thinking about and planning bingeing 
and the act of bingeing itself.
and the more obviously that you think about it the more it becomes set in 
stone that, yeah that is what you are going to do...
Gemma’s comment suggests a belief about the role of thinking and planning a binge 
and the power this has on the certainty of the act itself taking place. This suggests 
that the perception is that the more the binge is thought and planned for the harder it 
would be for a person to prevent the binge happening.
The Calming effect
The process involved in deciding to and planning to binge appeared to play a large 
part in meeting the psychological needs of the women by producing a calming effect. 
This was particularly relevant for binges that were planned following a restricting 
experience, although not exclusively so. This calming effect appeared to occur 
through a process of neutralising the thoughts, and detachment.
This calming experience is illustrated by Clara who describes how, following the 
resisting experience, the experience of deciding to binge and knowing that a binge is 
then imminent calms her:
it was this calming thing, even having the awareness in my mind that I was 
going to do it l a t e r , I  mean the actual act of bingeing isn’t the calming 
factor in my eyes, it’s more the awareness in my head that calms me down 
knowing that that is something that I have ahead of me...
It is possible that the process of deciding to binge, and planning a binge may 
neutralise and remove the battling thoughts as described in the previous theme
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‘Battling with my Brain’, and as a result significantly reduce the conflicting urge to 
binge. This idea is supported by Gemma and Beth who also experienced how deciding 
to binge relaxes their thoughts.
Gemma:...I just get on with my day at work or whatever is going on around 
me, I don’t think about it until the time I am going to go and buy the food for 
the binge, so its not an all consuming thought of that evening, cos realistically 
if I wanted to I could have binged at work...
The experience of going and buying the food prior to a binge also appears to play a 
calming role in the process. Part of this calming experience may have been due to a 
process of detachment that occurs in the supermarket, where the women ‘tune out’ 
or go into a ‘trance’. This may protect the women from the reality of the behaviour 
and therefore from the negative emotions potentially associated with the behaviour:
Clara: that’s a big factor in the process for me I think, the detaching thing;, 
...when I’m in the supermarket I’m sort of in my own little world really, going 
up and down all the aisles..(..)...its really just like trance like, ...(..)..just 
automatic autopilot...
However, the role of buying food in the supermarket may also serve to have a calming 
effect by meeting an addictive need. Going into a supermarket and ‘just picking 
everything’ with ‘no reins on it at all’, may provide an addictive rush which may meet 
the internal need that the binge is meant to satisfy, as Alice explains:
I think I get quite a buzz from buying things..(..)... I used to always enjoy that 
part..(..).. I was allowed all the foods that I wasn’t really allowed to eat.. 
sometimes, that was all I needed really, was to buy the food, but once you’ve 
bought the food you have to eat it because it ’s a waste of money
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This suggests that there’s an addictive element to the process that is satisfied by 
buying the foods and spending money. However, despite the addictive need being 
met, and the process then appearing something of a chore, because the food has 
been bought, the binge is still carried out, so as not to waste money. This latter 
reason perhaps serves to protect the person from having to admit that they want to 
binge.
Becoming a habit?
In describing these planned binges there was also a sense from some participants 
that this was becoming something of ‘a habit’ or a ‘’routine’ where binge days would 
predictably happen ‘once a week’ or there would be ‘times of the day’ where binges 
would usually take place, e.g. for Beth, between 3-5pm was her ‘binge time’. Alice 
describes her experience of the binge process as a habit:
I knew on the Monday I was going to have the Friday [to bingej..(..)..that
wasn’t a particular emotional reaction to anything...(..)...that was
habit;’ doesn’t particularly feel out of control, that just feels like something
I’m going to do
Demonstrating an element of routine, or describing the process of deciding to binge
as an ‘instinct’ or a ‘habit’, suggests an element of learnt behaviour, and possibly
something akin to an addictive behaviour (as smoking and drinking are often 
described as bad ‘habits’).
A habit also suggests a more automatic process in contrast to making a conscious 
decision. This is confirmed by Alice:
246
E Cotterill Major Research Project
[I] don't know how conscious it was, it wouid be known to me that Friday 
would be a binge d a y . I  knew that, and there wasn't any debate in that, 
that was just what would happen.....
This may indicate a process that develops through planning binges in advance: when 
an opportunity presents itself (e.g. knowing that they will be alone) there is a learned 
response leading to binges that are driven by a habit-based, routine response. This 
may also be a response from the experience described in the theme ‘Battling with my 
Brain’ where the experiences of battling with thoughts, leads to developing beliefs 
about the powerfulness of the thoughts, and the person becomes more susceptible 
to going along with the process of bingeing when an opportunity presents itself, thus 
developing the learned routine behaviour.
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4. REFLECTION SECTION
In this section I will try and demonstrate how my thinking, reading and experience of 
ED influenced the way I conducted this research and interpreted the data.
Firstly, whilst the CB perspective was the theory I was most familiar with in relation to 
my initial thinking about this research, during the analysis I tried to focus on the 
participants descriptions of their experiences, and interpret these in light of any 
relevant psychological theories. However it is possible that my CB perception could 
have driven the analysis more than intended and that there were aspects of the 
transcripts that another non-CB analyst may have picked up on. Despite being 
careful to continually refer back to the transcripts and the women’s experiences, 
overall it is possible to see the influence of the CB framework in the themes that 
developed -  e.g. emotions (e.g. the emotions described prior to a binge in the 
emotional experience theme), thoughts (e.g. the distressing cognitions identified in 
the resisting experience theme) and behaviours (e.g. the actions of planning, or 
breaking the diet identified in the planned experience theme).
Secondly, and on reflection, I found myself being drawn to the women’s experiences, 
particularly those that related to their cognitions, and interpreting these within a CB 
framework e.g. when the women talked about distressing thoughts they had prior to 
bingeing, my instinct was to understand this from the CB perception of the influence 
of thoughts playing a central role in influencing behaviour, in this case leading to 
bingeing.
Thirdly, I sometimes found the interpretation of the data was not straightforward. I 
had difficulty seeing what my participants were saying as it did not seem to fit my 
expectations. Most of the women’s responses fitted within the aspects of the themes 
drawn from the analysis but there were also unique elements in each of the women’s 
transcripts which caught me by surprise. These unique responses didn’t fit the
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themes; were not fully relevant to the research aims; or were only identified on 
reflection after the analysis. However they are important to acknowledge including: 
Annie discussed her fear of doing anything to not feel accountable for her ED; 
Gemma described how her mother was always ‘tiny’ and on a diet and that when her 
bulimia began she realised she could eat all the foods her mother couldn’t eat and 
still loose weight; Alice talked about how her parents fed her good wholesome foods, 
but she was driven to go and binge on junk foods; and Lily talked about the desperate 
need to eat until she was overfull. The meanings, dynamics, issues and relationship 
connotations in these experiences would have been interesting to explore further.
249
E Cotterill Major Research Project
5. DISCUSSION
This research study has explored the experiences prior to bingeing for women with 
bulimia. The women’s experiences were emotional and impulsive, restricted and 
warring, planned and calming. These themes are discussed in the context of previous 
research24, clinical implications, future recommendations, and limitations.
5.1. Themes in context
5.1.1. The Need to Numb-The Emotional Experience
The emotional experience captured the role of negative emotions in driving the binge, 
and the women’s need for the binge to manage emotions. The binge that followed 
was typically impulsive and reactive to the emotional drives. This experience 
corresponds with previous research regarding the triggering role of negative emotions 
(e.g. Abraham & Beumont 1982; Davis et al. 1988; Engelberg & McGill, 2005; 
Jeppson et al. 2003; Johnson & Larson 1982; Stice & Agras, 1998); the perceived 
role of the binge in managing and regulating emotions (e.g. Cooper et al. 1998; 
Hohlstein et al., 1998; Mauler et al. 2006; Orbanic, 2001; Serpell & Treasure 2002; 
Waller et al. 2004) and providing comfort (e.g. Jeppson et al. 2003; Stice & Agras, 
1998; Teusch, 1988). The women’s experiences also indicate that a behavioural 
conditioning process (e.g. Hohlstein et al.’s 1998) may take place, as they refer to 
food being able to numb emotions as it has ‘always done in the past’.
24 Research from both CB perspectives (including cognitive, behavioural and CB) and non-CB 
(e.g.systemic, psychodynamic) models will be drawn on as appropriate. However psychodynamic 
models will be used briefly and tentatively due to the need to adhere to Smith’s (2004) 
recommendations as described in the Introduction.
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Understanding why women turn to bingeing in the presence of emotions may be 
drawn from psychodynamic approaches e.g. ego psychology (Yarock, 1993) where 
the binge defends against internal states and regulates emotions, or self psychology 
(Bachar, 1998), where the individual with bulimia has internal self-needs e.g. to be 
calmed, soothed and emotions regulated. Through deficits in care-giving experiences 
in childhood, the individual with bulimia develops a self which cannot turn to others 
to meet these needs, resulting in the individual turning to food instead. A similar 
view of the binge as regulator of emotions is incorporated in Johnson et a/'s. (1998) 
family therapy which combines systems theories and attachment and suggests that 
the individual with bulimia may have developed insecure attachments with their 
caregivers during early childhood and learnt to use bingeing to self-sooth during 
adolescence when their caregivers were unresponsive and unavailable. However 
these explanations are hypotheses, which require further exploration into the 
developmental histories of the women.
The study found that interpersonal situations appeared to be related to negative 
emotions, as reported in previous studies (Cooper et al. 1998; Hamilton-Wasson 
2003; Steiger et al. 1999a; Waller 2002). This corresponds with systemic theories, or 
therapy approaches such as IPT, which consider the role of interpersonal situations 
and relationships, viewing the bulimic behaviours in the context of a wider system, 
rather than focusing on the individual.
The experience of bingeing and emotions as a cyclic process (whereby a binge 
creates more negative emotions which feed into further binges), may also be seen in 
the context of Polivy et a/'s (1994, cited in Wheeler et al. 2001), ‘Bulimia as 
purposeful theory’. This states that the bingeing occurs for a purpose, so that women 
can ‘blame’ their distress on the binge rather than the fact that their ego’s and 
identities may have been threatened e.g. during an interpersonal experience (e.g. 
negative work experiences or being left alone).This requires further exploration.
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The description of feeling upset because of having to give up bulimia, highlights the 
ambivalence felt by women about the disorder (Killick & Allen, 1997). This can be 
understood in terms of change models e.g. Killick and Allen (1997) applied 
Prochaska and Diclemente’s (1986) stages of change model to individuals with 
bulimia. This model describes 5 stages that an individual progresses through for 
change to occur: - pre-contemplation, contemplation, preparation, action and 
maintenance. Ambivalence may fall into the model’s ‘contemplation’ stage where the 
individual hates the bulimic behaviours but does not want to want to gain weight by 
stopping them. It is possible that the experience prior to bingeing is different 
depending on the individual’s ‘stage of change’.
A further aspect of the emotional experience was the reason to binge as something 
that can be done alone, and a way of saying to people ‘I don’t  need you’. This 
suggests a defensive strategy, perhaps protecting the self from acknowledging 
loneliness. This may be a form of displacement (Lemma, 2003) where the individual 
replaces people with food; or denial (Lemma, 2003) where instead of acknowledging 
that other people do not want to be with them, the individual creates situations where 
they can say they don’t want other people to be with them. In line with the self 
psychology approach (described earlier), this may also be explained in terms of 
bingeing giving the individual with bulimia autonomy and independence over a 
reliance on others (Bachar, 1998).
The emotional experience appeared to correspond with impulsive and immediate 
binges. The experience of bingeing impulsively is characterised in clinical literature 
(Wolfe et al. 1994). However there is limited research data (Wolfe et al. 1994) on the 
relationship between impulsive traits (e.g. Everill et al. 1995; Polivy & Herman 2002; 
Rosval et al. 2006) and ED symptoms. Although this research provides some insight 
into this relationship, further research is needed.
It is important to note that the ‘emotional experience’ accounts for some of the 
women’s experiences prior to bingeing but not all. Binges can be preceded by
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different experiences, and therefore affect models and theories may only be 
applicable for part of an individual’s overall binge experience.
5.1.2. Battling with my Brain -  The Resisting Experience
The resisting experience was vividly described by the women, capturing the 
experience of battling with the brain whilst trying not to binge.
The initial experience of restricting food (e.g. Cooper 1995; Davis et al. 1988; 
Engelberg & McGill, 2005; Ruderman et al. 1985; Stice & Agras 1998) and the link 
between restriction and cravings is illustrated in the women’s accounts as the 
literature suggests (Cooper, 1995; Lacey et al. 1986; Vanderlinden et al. 2004). This 
latter experience is compared to the experience of an alcoholic. Previous 
comparisons have been made between addictions and bulimia (Broussard, 2005; 
Palmer, 2000). In the proposed addictions model food is the abused substance 
(Polivy & Herman, 1993; Wilson 2002) and bingeing serves to relieve or regulate 
tension and negative moods. Despite this comparisons of bulimia with addictions 
models have been criticised e.g. Wilson (1991, cited in Polivy & Herman, 1993) and 
Wilson (2002). However it may be important to consider that the beliefs individuals 
may hold about their bulimia (however theoretically accurate or not) impact on how 
they view their disorder, and their ability to be in control of the behaviours - believing 
that bingeing is an addiction, and as such that they are ‘addicts’, may explain 
something about the women’s sense of identity and perception of their illness, e.g. as 
a powerless person with an addiction that they fail to overcome. Recent research by 
Quiles Marcos et al. (2007) suggests that addressing a person’s perceptions of their 
‘illness’ can improve therapy outcomes. Further qualitative research could explore 
what it means to believe the bulimia is an addiction, and how this impacts on the 
women’s sense of themselves.
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Ambivalence is also a feature in this theme, as the women describe their awareness 
that restriction may lead to bingeing. The food restriction is also experienced as 
having a purpose in ‘allowing’ a person to binge later. This contrasts with the role of 
restriction to try to regain weight control after bingeing e.g. as suggested in Orleans 
and Barnett’s (1984, cited in Lingswiler et al. 1989) cycle, but instead suggests the 
role of restriction through providing permission to binge by restricting calories earlier 
in the day. Understanding the meaning of restriction for an individual will be 
important to highlight levels of ambivalence and readiness to change.
The experience of having positive and negative thoughts about food, eating and 
bingeing was described by the women supporting previous literature (Cooper et al. 
1997, 1998; Steiger et al. 2005; Vanderlinden et al. 2004) particularly Cooper et 
al.’s (2004) model, which indicates the presence of conflicting thoughts.
The women rationalised trying not to binge - influenced by considering the way they 
would look, or would present to others e.g. .looking ‘bloated’ or ‘fat’ when they go out. 
This supports the influence of socio-cultural pressures (such as those identified by 
Stice’s 2004) on the women to look a certain way in order to be accepted in society. 
These beliefs may also have been influenced by family attitudes (Miller eta/. 1993).
The women also experienced a desire to binge, which appeared to relate to the need 
to create comfort derived from early experiences. This may illustrate a learnt process, 
whereby individuals learn to associate pleasant emotions and experiences i.e. being 
safe at home with a parent, with food sensations e.g. smell of baking bread. This may 
also indicate the influence of attachment processes. Research has linked emotional 
eating with insecure attachment styles (Domingo & Hartford, 2004, Johnson et al. 
1998). Alternatively the need to recreate emotional links with a caregiver via food 
may indicate a need to recreate security from childhood (return to their ‘secure 
base’). However this pattern is not typically found in eating disordered samples e.g. 
Bar-On (2006) found a similar process in securely attached, non-eating disordered
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women who viewed food and food rituals as a way of achieving emotional security, 
closeness and stability.
The food was also experienced as ‘teasing’, encouraging the women to eat it. This 
could be understood as a process of projection (Lemma, 2003) whereby the women 
attribute a ‘voice’ to the food which can say all the things the women want to say (e.g. 
“eat me, you want more”) but do not want to admit as their own desires. This may not 
be a form of projection in the purest unconscious sense, but could be attributed as 
similar to this process. This description also externalises the trigger for eating as 
coming from the food rather than internally from the self. Again, this may be a 
protective process, to protect the person from acknowledging that they want to eat 
(binge).
The experience of constantly thinking about food is also reported in the literature. 
Studies have reported preoccupation with thinking about food prior to a binge 
(Cooper, 1995; Katzman & Wolchik, 1983; Lingswiier etal. 1989) and in general (e.g. 
Serpell & Treasure, 2002). Sunday et al. (1995) conducted a study with bulimic and 
anorexic patients, who experienced preoccupations related to food, weight, shape 
and exercise. 74% spent 3 hours daily or more thinking about ED thoughts, 42% 
spent 8 hours or more. Preoccupations interfered with functioning, caused distress, 
were mildly resisted and were perceived to be uncontrollable. This is similar to the 
experience of the women, who found the preoccupation and battle with their 
conflicting thoughts distressing, dominating and all consuming, which impacted on 
their work and their ability to concentrate on the world around them. The experience 
is similar to previous qualitative research e.g. Broussard’s (2005) theme ‘at war with 
the mind’ and Orbanic’s (2001) theme ‘a living hell’. This experience resembles the 
obsessive thoughts described in Obsessive Compulsive Disorder (OCD). Sunday et al. 
(1995) was interested in examining the preoccupations of individuals with ED’s as 
they correspond to those in OCD. In this context, obsessive thoughts are "unwanted 
and intrusive thoughts, images (mental pictures) and impulses (urges). They are 
usually regarded by the individual experiencing them as repugnant...and difficult to
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dismiss... Once an obsession occurs it is accompanied by feelings of discomfort or 
anxiety and the urge to neutralise ..” (pg 130, Salkovskis & Kirk, 1989). Obsessions 
in OCD can cause distress or impairment (DSM-IV; APA. 1994), and strategies of 
thought suppression may enhance the thoughts (Salkovskis & Kirk, 1989). In this 
research, the conflicting thoughts around bingeing are typically unwanted, difficult to 
get rid of and cause distress. It could be hypothesised that the ‘battle’ experienced 
may be a result of trying to suppress the thoughts and so unwittingly increasing them. 
This could be investigated experimentally. The assessment and management of 
‘obsessive’ and ‘intrusive’ thoughts should be considered an important part of 
assessments of individuals with bulimia, with therapeutic interventions providing 
support for how to manage these thoughts.
Through the experience of battling with their thoughts the women appeared to 
experience a behavioural learning process, where they developed beliefs about the 
meaning of having these thoughts e.g. the belief that once the thoughts (about 
eating/bingeing) came into their head they had to act on them. When the thoughts 
about bingeing and food arose again, the reaction was to not resist, and to simply act 
on them, indicating a sense of powerlessness against the thoughts. This process 
suggests a form of learned helplessness (Seligman, 1975), where the individual gives 
up trying to act in a certain situation as they believe they will not succeed. However, 
this theory has been tested in dieting research and no evidence was found to support 
it (Polivy & Herman 1999). The process also suggests a form of meta-cognition. 
Cooper (2003) described metacognition as the idea that we act on our perceptions 
and thoughts and create new meaning from them. She notes that this new concept in 
cognitive theory has not yet been studied or integrated into bulimia theories. 
Metacognitive beliefs (commonly referred to in OCD literature e.g. see Wells, 1997, 
2000) include thought-action-fusion (Rachman, 1993) where individuals believe that 
intrusive thoughts directly influence external events (Wells, 1997). There are different 
sub-categories of metacognitive beliefs which may be relevant: e.g. the belief that 
having a thought about an action will lead to carrying out the action (Wells, 2000). In 
this instance, the meta-cognitive belief may be: “ If I think about bingeing then I will
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binge”. This concept requires further investigation e.g. quantitative research could 
investigate whether metacognitive beliefs exist in a larger sample of bulimic women, 
establishing their presence, type and frequency. In addition clinicians should assess 
for metacognitive beliefs in their assessments.
The experience of battling with the thoughts about bingeing, was often resolved by 1) 
eating a small amount of food, and/or 2) thinking ‘I’ve blown it ....I may as well eat 10 
chocolate bars”. Both these processes have been described in the literature. The 
thought processes of ‘I’ve blown it’ have been described as permissive thoughts in 
Cooper et a/.’s (2004) model of bulimia. This research therefore provides support for 
this new concept in understanding bulimia. The experience of eating a small amount 
of food prior to a binge supports the restraint models that highlight the impact of how 
eating a small amount of food results in a binge (Fairburn et al. 1986; Orleans & 
Barnett 1984; Polivy & Herman, 1985). Eating food may also be a process of testing 
the individual’s ability to maintain control over eating, as described in Hamilton- 
Wasson’s (2003) qualitative study. This again suggests ambivalence toward not 
bingeing, as the individual places themselves in a risky food situation where the 
likelihood of binging is increased.
The experience of the binge following this restricting and resisting experience can be 
impulsive (as discussed earlier) or planned. The planned experience, is discussed 
further in the next section
5.1.3. Too Good an Opportunity to Miss - The Planned Experience
The experience of planning was a strong theme that emerged from the women’s 
stories supporting the previous (limited) descriptions of planned binges (Abraham & 
Beumont, 1982; Hamilton-Wasson, 2003; Johnson et al. 2000; Orbanic, 2001; 
Palmer, 2000).
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Plans often appeared to begin from the time an opportunity arose, or was created by 
the individual, which often involved knowing that they would be home alone. Being 
alone has been previously reported as a trigger (Abraham & Beumont, 1982; Davis et 
al. 1988; Johnson & Larson, 1982; Katzman & Wolchik, 1983; Schlundt et al. 1985; 
Waters et al. 2000). Being alone appeared to help protect the person from negative 
feelings e.g. shame, that may arise from bingeing. In a sense, this is a form of escape 
awareness (e.g. Heatherton & Beaumeister, 1991) as the individual places 
themselves in a position where they will not be challenged on their actions or forced 
to consider the wider picture, and so they can narrow their focus to the binge and 
escape any negative feelings about their actions.
Availability of food (typically forbidden/restricted foods) was often an influencing 
factor toward planning a binge. This supports a role of food cues in triggering binges, 
which is supported in the literature (Cooper, 1995; Polivy & Herman, 1993). It may 
also indicate externalising the responsibility for the binge onto the presence of food: 
i.e. by suggesting that the availability of food was ’too good an opportunity to miss’, 
the underlying suggestion is that if the food wasn’t present they wouldn’t  binge, with 
the emphasis for the behaviour on the food rather than themselves and their own 
need, or craving to binge.
The process of deciding to plan a binge was experienced by the women in a fairly 
controlled and conscious way with an awareness that they were going to ‘allow’ 
themselves to binge. This supports previous descriptions (Orbanic, 2001; Johnson et 
al. 2000). The process of allowing the self to binge may also link in with concept of 
permissive thoughts from Cooper et a/.'s (2004) model. However the time-scale 
between the presence of permissive thoughts and the resulting binge is not explicitly 
outlined in Cooper eta/'s (2004) model. The decision to binge could take place hours, 
days or up to a week before the actual binge takes place. This contrasts with the 
characteristic out of control and impulsive nature of a binge. In addition, the binge is 
described as something that is wanted rather than furiously resisted, and is 
something that is looked forward to as a ‘celebration’. This supports Hamilton-
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Wasson’s (2003) findings where food was used positively as a celebration and to 
enhance positive feelings. This may also indicate something about the relationship to 
food that the individual holds, where food is viewed as a treat or reward which may 
have developed from the family eating environment. Miller et al. (1993) explored 
early family mealtime experiences in bulimia and found that food was likely to be 
used by the family as a celebration or a treat when a child was upset. The authors 
summarised that “this supports the supposition that food becomes symbolic of, and 
to some extent replaces caring and affection in the family..(Bruch, 1973; Powers, 
1980)” (pg 631). The relationship with planned experiences and family relationships 
with food should be explored further.
This process of waiting for a binge indicates delayed gratification, where the 
individual is able to wait for something they desire. This concept has been previously 
investigated, e.g. Woznica (1990) studied bulimic and restricting anorexic individuals, 
and found bulimic anorexics were more impaired on the ability to delay gratification. 
Although Woznica’s study involved bulimic anorexics, this suggests that individuals 
with bulimic behaviours have difficulties delaying gratification (as would be expected 
from impulsive individuals). However Wonzica’s (1990) findings do not appear to 
relate to individuals who plan binges. In the addictions literature (Beck et a/.1993) 
the delay that may occur between the experience of a craving and the 
implementation of the craving provides a space for therapy interventions to take 
place, which could be relevant here.
The experience of feeling in control and planning the binge process was not 
something that the women enjoyed, due to the inability to place ‘blame’ or 
responsibility for the binge outside of the person. This process is likely to be 
experienced through therapy, where the individual is encouraged to become aware of 
their role in the binge process and therefore their ability to take control of the process 
and overcome the behaviours.
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Deciding to and planning a binge was reported to have a calming affect on the 
women. This was particularly relevant following the experience of battling with the 
brain. Making the decision to plan a binge appeared to mostly remove the conflicting 
battling thoughts, and create a sense of calm, which enabled them to get on with 
their day. This may indicate a neutralising effect (Wells, 1997) from making the 
decision to binge, as it serves to neutralise and thus remove the conflicting thoughts. 
It may also be a form of escape awareness (e.g. Heatherton & Beaumeister, 1991), 
where the decision to binge activates the cognitive narrowing process, to escape from 
the negative experience of conflicting thoughts, and to prevent any more rational 
thought about the decision to binge, resulting in a focus on planning the binge.
The calming affect may also be experienced through experiences of dissociation 
during the planning process, whereby when shopping for binge foods, the women 
tune out or go into a trance. Dissociative experiences have been previously described 
by women with bulimia (Everill et al. 1995; Beumont & Abraham 1983, cited in 
Hallings-Pott et al. 2005). Hallings-Pott et al. (2005) conducted a study which 
suggested dissociation may be integral part of the bulimic processes. Heatherton and 
Beaumeister’s (1991) model of escape from awareness also suggests a process of 
dissociation occurs prior to bingeing (Hallings-Pott et al. 2005). Further research 
would need to establish the relationship that exists between the calming affect and 
dissociation. It may be that, in addition to a calming affect occurring during a discrete 
period of time (e.g. when buying binge food) the calming affect in planned binges may 
be a process of prolonged dissociation which lasts from the moment the decision is 
made to binge until the binge itself. This prolonged dissociative experience may 
prevent the person from engaging in meaningful thought or reasoning about the 
upcoming binge, making it difficult to go against the decision and therefore ensuring 
that the binge takes place.
In addition the calming influence may be due to an addictive element of the process. 
The experience of buying foods is experienced as a rush or buzz, suggesting an 
experience similar to a drug high. There was a suggestion that buying the food (and
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experiencing the buzz) was all that was needed to satisfy one individual. This may be 
because the buzz from buying the food satisfies the addictive urge or craving which 
has been interpreted as a need for food; or perhaps by allowing ‘forbidden food’ to be 
bought, this is evidence that the food is no longer restricted, and the drive for 
something forbidden diminishes. Further research would need to establish whether 
this experience occurs amongst other individuals with bulimia, before understanding 
the mechanisms underlying this process.
The final aspect to the planned theme was the experience of the binge becoming a 
habit. A habitual element was present in the binges, e.g. having common times of day 
or days of the week when it was known that binges would happen as previous 
research has highlighted (Johnson & Larson, 1982). The habitual experience also 
mirrors Orbanic’s (2001) participant’s ‘automatic, habitual, inevitable, and 
‘choiceless’ experiences in ‘The Perpetual cycle’. In this current research, there 
appeared to develop a more automatic process to the decision-making to binge, in 
contrast to the conscious planning or the battling experience leading to a binge. 
Habits are learned processes where a pattern of activity becomes automatic, fixed 
and effortless (Reber, 1995). The term is also used in reference to drug addiction. A 
cognitive processing model of the automatic processes of drug use is proposed by 
Tiffany and Conklin (2000). The model provides an explanation for habitual and 
automatic drug use that exists outside of cravings. They propose that alcohol use is 
maintained by automatic processes, whilst craving impacts on non automatic 
processes. Over a long period of alcohol use, the model suggests that the actions 
required to access and consume alcohol become automatic, effortless, and as such, 
harder to control. Treatment approaches were recommended to tackle the automatic 
processes rather than alleviating the craving. This model may be applicable to 
understanding the habitual process described here. This would indicate a different 
focus of treatment approaches to address the automatic binges rather than 
managing cravings for a binge.
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5.2. Clinical Implications
To summarise, these findings highlight the importance for clinicians to consider the 
diversity of experience that can occur prior to a binge (e.g. emotionally impulsive, 
battling and intrusive, or planned or habitual), and the significance of this for the 
individual, e.g. whether they feel they are in control, helpless or addicted. Undertaking 
a thorough assessment to understand the nature of the experience prior to bingeing 
can help clinicians effectively tailor formulation and treatment strategies to address 
the individual experience.
The implications of these research findings should be considered in light of the NICE 
guidelines (NICE, 2004). The guidelines discuss the important role of engagement 
and developing a therapeutic alliance with the service user. By providing a clearer 
picture within the guidelines of what the experience prior to a binge may be like, and 
what this may mean in terms of the service users feelings about themselves, their 
bingeing and their readiness to change, will help to develop this vital engagement. 
This research also demonstrates some support for a CB perspective of bulimia, 
highlighting the distressing experience of being driven by emotions and cognitions. 
This is therefore in-line with the main NICE guidelines recommending CBT. However 
the research also highlights the complexities of the experience prior to bingeing for 
women, the important role of multiple perspectives/theories in understanding these 
complex behaviours, the individual experience and what the experience means in 
order to select the most appropriate therapy according to each unique presentation.
5.3. Kev Recommendations
Recommendations for future research are suggested in both the quantitative and 
qualitative domains. Due to the lack of qualitative research detailing the experience 
of bingeing and bulimia, further research should focus on conducting qualitative 
projects in this area, e.g. with different participant samples or diagnostic groups e.g.
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Binge eating disorder (BED). Quantitative research can focus on specific details 
highlighted in this research to explore from a rigorous empirical perspective.
A key recommendation is to explore the planned process of bingeing. As a theme 
emerging from the data, the planned process has been identified as a controlled and 
conscious process that can occur days in advance of a binge. Understanding how and 
when the planned binges develop (both during the course of bulimia and any 
associated relationship to childhood/family experience e.g. meaning of food as 
celebration), and understanding the different steps in the process are all important 
factors that need to be explored further. Naturalistic studies using handheld 
computers (e.g. see Steiger et al. 2005) or diary measures may be useful to 
investigate these processes. Understanding how planned binges respond to 
therapeutic interventions will also be important to explored, e.g. clinical outcome 
studies could investigate whether planned binges are more responsive to therapeutic 
interventions than emotionally impulsive binges. Similarly exploring the role of the 
binge as behaviour of habit and exploring how this develops is important. It is also 
important for models of bulimia to consider the fit with these planned and habitual 
processes.
A second recommendation is to clarify the timescales in bingeing. Current research 
does not clarify the timescale between the decision to binge (however conscious, 
impulsive or automatic) and the actual binge. Understanding whether there are 
potentially minutes, hours or days between a decision and a binge will indicate the 
time span for strategies to be put in place to prevent a binge from happening. This 
understanding may also clarify the nature (e.g. controlled or impulsive) of individuals’ 
binge behaviour. In addition understanding more about the differences and common 
elements present between impulsive and planned binges may be important. It may 
be that the urge to binge and the impulsive decision-making to binge occurs in a 
similar way in both planned and impulsive binges - however in a planned binge the 
actual binge is delayed. How and why this happens would need exploration. This also 
raises a question about the nature and definition of impulsivity which needs to be
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explored further. Is impulsivity in bingeing related to impulsive immediate binges 
and/or the impulsive decision to binge (despite a binge delay) or are these different 
forms of impulsivity? When there is a delay between deciding to binge and bingeing, 
further research could explore what happens for the individual, e.g. cognitively or 
emotionally between deciding to binge and the actual binge. Furthermore, in order to 
understand how bulimia develops it may be useful to understand how the different 
types of experiences leading to binging (e.g. emotional, planned, resisting), develop 
over the course of bulimia e.g. does bingeing in bulimia begin with emotional 
impulsive binges and develop into planned binges overtime?
The investigation into cognitions and meta-cognitions would be a further avenue to 
explore - identifying the presence and role of intrusive cognitions and potential meta­
cognitions is important for furthering understanding of the cognitive aspects of 
bulimia, e.g. using questionnaires, thought diaries or naturalistic methods to record 
cognitions, including the experience and subjective meaning of cognitions prior to a 
binge. Similarly investigating the effectiveness of cognitive strategies would be useful 
e.g. experimental studies could use clinical samples to compare the application of 
rumination strategies (verses no strategy) to address the thought 
preoccupations/intrusions
5.4. Limitations and Critique
Through a process of critical reflection it is possible to identify key limitations to this 
research.
The first limitation concerns the influence of the cognitive framework. In developing 
the research the initial ideas around intrusive thoughts were understood within a 
cognitive perspective. The literature that was felt to be most relevant to the 
experiences/processes occurring prior to bingeing also came mostly from a cognitive 
perspective. IPA has strong orientations in the cognitive perspective and my own
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experiences of working with bulimia clinically derived from a cognitive perspective. 
Inevitable this meant that the research was heavily influenced by the cognitive 
perspective. Whilst I felt this was a valid and useful perspective to take, it is 
important to acknowledge this may have limited the scope of the findings. The 
cognitive perspective may have influenced the research from the development of the 
research questions as the ‘experiences of the women prior to bingeing’ was 
perceived in light of psychological processes such as cognitions and emotions that 
may occur prior to a binge rather than thinking about ‘experience’ within a broader 
framework. The cognitive perspective may also be seen in the findings from the 
analysis as discussed in the Reflections section. Whilst I hope that what I drew from 
the findings were themes representing all the women’s experiences that were 
grounded in the data, it is possible that the questions used in the interviews and the 
areas identified in analysis were shaped by the cognitive perspective. It is likely that 
this perspective shut off areas to explore in the interview/analysis due the influence 
of cognitive rather than other theoretical frameworks. This meant the discussion was 
limited in being only able to hypothesise about the relationship to some theoretical 
frameworks as the transcripts were not rich enough to provide clear support -  and 
the discussion demonstrated that non-CB models were relevant in relation to this 
research. Credibility checks through feedback from participants aimed to ensure that 
the results were representative, although as the women had all had psychological 
therapy it is likely that the cognitive perspective informed their thinking as well. The 
cognitive framework may also have been more strongly emphasised due to my level 
of (new) experience as an IPA researcher. Smith (2004) described how there are 
different levels of interpretation that a researcher can use within IPA, that become 
increasingly complex, and that for a relatively inexperienced researcher, treading 
carefully at a fairly straightforward level of analysis which is not deeply interpretative 
is satisfactory. Working within a cognitive framework could be considered to be 
parallel with this level of interpretation.
Secondly, although the interviews provided rich data, there were some elements to 
the interviews which could have been expanded on further. In a follow-up interview
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participants could have expand on areas that were not clear, provided clarification, 
examples, and further richness to the data. This did not happen for two reasons 1) It 
was not considered as a possibility in the original research design and 2) due to 
limitations on the researchers’ time, which was lacking in terms of being able to 
conduct, transcribe and analyse further interviews in the research timescale.
Thirdly, recruitment via the online-RD provided participants who were experiencing 
bulimia. However, unlike the NHS EDS the selection of participants was not 
monitored by a clinician and the diagnosis of bulimia not verified. However from my 
clinical experience and through discussion with the participants from the online-RD, it 
was evident that they had experiences of bulimia.
A final issue is whether the research was consonant with the research title. The 
research aimed to understand the experience of women prior to bingeing in bulimia. 
This may depend on the subjective understanding of experience. Whilst I feel the 
research captured the women’s experiences prior to bingeing (e.g. as emotional and 
impulsive, or planned and calming), the cognitive emphasis through the research may 
provide a sense that the research only focuses on the cognitive, or CB elements of 
the experience. However whilst the cognitive element is present, particularly in the 
second theme -  ‘the resisting experience’, other, perhaps even more powerful and 
unexpected elements that arose from the themes, such as the planned experience, 
demonstrate that other aspects of the women’s experience were captured in the 
research rather than just the cognitive experience. It may be however, that the 
research did not capture the full ‘experience’ of the women due to the cognitive focus 
and that a title such as ‘Thinking about Bingeing in Bulimia’ or “Women’s experiences 
of the processes prior to bingeing in Bulimia" may have been a more apt title.
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5.5. Summary
This research study has explored the experiences of women with bulimia prior to a 
binge. It is evident that the experiences prior to a binge can be very different. The 
women experienced the need to numb their feelings, of battling with their brains and 
of planning their binges. The emotional experience is well supported in the literature. 
The experience of battling with their brains matches with previous qualitative studies 
and highlights how distressing and dominating the thought processes prior to 
bingeing can be, and how this experience may influence the decision to binge. The 
experience of planned binges has previously been described in clinical literature, but 
few research studies have explored this. Ideas for further investigation of these 
phenomena have been discussed. Understanding the experiences prior to binges is 
important for enhancing the empathic therapeutic relationship and to effectively 
assess, formulate and design interventions to contribute to an individual’s recovery 
from bingeing and bulimia.
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Diagnostic and Statistical Manual -  Fourth Edition (DMS-IV, APA, 1994)
Diagnostic criteria:
A. Recurrent episodes of binge eating. An episode of binge eating is 
characterized by both of the following.
B. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount 
of food that is definitely larger than most people would eat during a similar 
period of time and under similar circumstances.
C. A sense of lack of control over eating during the episode (e.g., a feeling that 
one cannot stop eating or control what or how much one is eating).
D. Recurrent inappropriate compensatory behaviour in order to prevent weight 
gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas or 
other medications; fasting; or excessive exercise.
E. The binge eating and inappropriate compensatory behaviours both occur, on 
average, at least twice a week for 3 months.
F. Self-evaluation is unduly influenced by body shape and weight.
G. The disturbance does not occur exclusively during episodes of anorexia 
nervosa.
Specific type:
Purging type: during the current episode of Bulimia Nervosa, the person has 
regularly engaged in self induced vomiting or the misuse of laxatives, diuretics or 
enemas.
Non Purging type: during the current episode of Bulimia Nervosa, the person has 
used other inappropriate compensatory behaviours, such as fasting or excessive 
exercise, but has not regularly engaged in self-induced vomiting or the misuse of 
laxatives, diuretics, or enemas.
(pg 549-550, APA 1994)_________________________________________________
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Ethical Approval and the Research and Development Committee 
for the NHS Trust Approval
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04 September 2006
Miss Emma Shepherd 
Trainee Clinical Psychologist 
University of Surrey 
Department of Psychology 
Guildford 
GU27XH
Dear Miss Shepherd,
Full title of study: Thinking about Binge Eating in Bulimia Nervosa - an
Interpretative Phemenofogical Analysis 
REC reference num ber 06/Q1602/87
Thank you for your letter of 31 July 2006, responding to the Committee’s request for further 
information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Vice-Chair.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
Approval is subject to the Committee receiving a copy of the renewed Insurance certificate 
once released by the University of Surrey.
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment (SSA). 
There is no requirement for other Local Research Ethics Committees to be informed or for 
site-specific assessment to be carried out at each site.
Conditions of approval
The favourabie opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
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06/Q1602/87 Page 2
Document Version Date
Application 5.1 21 June 2006
Investigator CV 20 June 2006
Investigator CV 20 June 2006
Investigator CV 21 June 2006
Protocol 1 21 June 2006
Covering Letter 21 June 2006
Letter from Sponsor 27 June 2005
Peer Review 17 November 2005
Compensation Arrangements 01 August 2005
Interview Schedules/Topic Guides 1 21 June 2006
Letter of invitation to participant 1 21 June 2006
Participant Information Sheet: n/a 2 20 July 2006
Participant Consent Form 1 21 June 2006
Response to Request for Further Information 31 July 2006
Zurich Municipal 28 July 2005
Background Information Sheet 1 21 June 2006
Research governance approval
You should arrange for the R&D department at all relevant NHS care organisations to be 
notified that the research will be taking place, and provide a copy of the REC application, the 
protocol and this letter.
All researchers and research collaborators who will be participating in the research must 
obtain final research governance approval before commencing any research procedures. 
Where a substantive contract is not held with the care organisation, it may be necessary for 
an honorary contract to be issued before approval for the research can be given.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
06/Q1602/87 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
E Cotterill Maior Research Project
Miss Emma Shepherd 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
Dear Miss Shepherd
Study title: Thinking about Binge Eating in Bulimia Nervosa - an
Interpretative Phemenological Analysis 
REC reference: 06/Q1602/87
Amendment number: 1
Amendment date: 27 March 2007
The above amendment was reviewed at the meeting of the Sub-Committee of the REC held on 
12 April 2007.
Ethical opinion
The members of the Committee present gave a favourable ethical opinion of the amendment on 
the basis described in the notice of amendment form and supporting documentation.
Approved documents
The documents reviewed and approved at the meeting were:
Document Version Date
Participant Information Sheet: for J M B t  Research 1 27 March 2007
Letter of invitation -  for ■ ■ F  Research 1 2 7  March 2007
Amendments to Protocol 1 27 March 2007
Notice of Substantial Amendment (non-CTIMPs) 1 27 March 2007
Covering Letter 27 March 2007
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
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12 September 2006
Miss Emma Shepherd 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
G U 27N X
Our Ref: 2006/10
REC Ref: 06/Q1602/87
Dear Miss Shepherd
Thinking about binge eating in bulimia nervosa -  an interpretative phenomenological 
analysis
W e have recently received a copy of the LREC application approval letter and are satisfied 
that all of the criteria of the Research Governance Framework have been complied with.
I can confirm that J M B M b  Healthcare NHS Trust will provide management approval for the 
above study. The project has been registered with the Trust and added to the R&D  
database.
I must remind you of your responsibilities as a researcher, including adherence to the Data 
Protection Act. Should any changes take place in any aspect of the project, such as dates of 
completion, protocol or recruitment, the R&D Department must be informed immediately and 
supplied with any amended documentation as necessary.
In addition, I enclose a proforma for reporting to the Trust any publications that arise from 
this research. The Trust needs this information for reporting purposes.
I wish you every success with the study.
Yours sincerely
w. operations (MB) &
Chair, Trust Research Management & Governance Committee
VIA EMAIL:
Dear Emma
Thank you for sending details of your amendments to your research protocol. I confirm that these 
have no impact on R&D approval from the Trust.
XXXXXXXXXXX Clinical Audit & Research Manager
XXXXXX Healthcare NHS Foundation Trust
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University of Surrey Ethics Committee Confirmation of
Favourable Ethical Approval.
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Emma Shepherd
Department of Psychology - PsyehD 
University of Surrey
2 October 2006
Dear Emma 
Reference: 53-PSY-06
Thinking abont binge eating in Bulimia Nervosa -  an interpretative 
phenomenological analysis
Thank you for your submission of the above proposal.
The School of Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the School Ethics Committee.
Yours sincerely
FROM EMAIL:
Dear Emma
I have checked with the Chair of the SHS Ethics Committee and she has approved the 
amendments to your proposal.
Regards.
xxxx
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Eating Disorder Service Invite to Participate Letter
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Eating Disorder Service
Emma Cotterill
Department o f Psychology
University o f Surrey
Guildford
Surrey
GU2 7XH
Date
Dear
My name is Emma Cotterill. I am a Trainee Clinical Psychologist at the 
University of Surrey in Guildford.
I am currently conducting a study at the XXXX Eating Disorder Service entitled: 
Thinking about Binge Eating in Bulimia Nervosa - an In terpretative  
Phenomenological Analysis.
You are receiving this letter because your Clinician at the XXXX Eating Disorder 
Service suggested that you might be interested in hearing about this study.
I am enclosing a Participant Information Sheet that gives detailed information 
about the study and what it w ill involve.
If you think you might be interested in taking part, please read the Participant 
Information Sheet. You can then contact me for further information or to 
arrange a meeting if  you think you would like to take part.
Thank you for taking the tim e to consider this research.
Yours sincerely
Emma Cotterill
Trainee Clinical Psychologist 
XXX@XXXXX
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Eating Disorder Service Participant Information Sheet
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On NHS Headed Paper
Eating Disorders Service
Participant Information Sheet
Study Title: Thinking about Binge Eating in Bulimia Nervosa - an 
Interpretative Phenomenological Analysis.
You are being invited to take part in a research study. Before you decide 
whether you would like to take part it is important for you to understand what 
the research study is about, why it is being done and what it will involve.
Please take your time to read the following information carefully.
■ Part 1 tells you about the purpose of this study and what taking part in 
this study will involve.
■ Part 2 gives you some useful information about the conduct of this study.
You can talk to anyone else about the study. You can also ask the researcher 
any further questions if there is anything that is not clear or if you would like 
more information.
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Part 1
Purpose of the study
This study is being conducted by Emma Cotterill (previously Shepherd), a 
Trainee Clinical Psychologist. This study is part of the PsychD Clinical 
Psychology Training Programme at the University of Surrey, in Guildford. The 
study will be supervised by DrXXXXX, Clinical Psychologist, XXX Eating Disorder 
Service, and DrXXXXX, Research Tutor, University of Surrey, Guildford.
This study aims to find out how people with bulimia nervosa experience binge 
eating.
Why am I being asked to take part?
People who are currently experiencing Bulimia Nervosa and who attend the 
XXXX Eating Disorder Service are being asked to take part. Up to 12 participants 
will be taking part in the study.
Do I have to take part in this study?
No. Involvement in this study is voluntary. It is up to you whether you would 
like to take part. If you do wish to take part you will be given this information 
sheet to keep and you will be asked to read and sign a consent form. You are 
free to withdraw from this study at any time, and you do not have to give a 
reason for this. Any decision you make, whether you make a decision to take 
part or not to take part, will not affect any care you receive in any way.
What will taking part in this study involve?
Taking part in this research will involve attending one individual interview with 
the researcher which may last approximately between 30 and 60 minutes. This 
interview will take place at the XXXXX Eating Disorder Service at a date and 
time to be arranged. During the interview session you will be asked to complete 
a background information sheet to record details of your age, ethnicity etc. You 
will then be asked some open questions that will focus on your experience of 
binge eating.
At the end of the interview you will have the opportunity to discuss the 
interview experience with the researcher and ask any questions you may have
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about the research. You will be given the option of receiving a written summary 
about the research when it has been completed if you would like this.
The interview will be audio-taped and the tape will be transcribed into 
typed/written transcripts. Your name and any identifying information will be 
taken out of the transcripts so they will be completely anonymous. See Part 2 
for further details.
Will I be paid travel expenses for taking part in this study?
Yes. If you have to make any extra journeys to the Eating Disorder Service aside 
from your usual travel to meet with your clinician then travel expenses will be 
provided for your travel to and from the Eating Disorder Service.
What are the possible disadvantages of taking part in this study?
Taking part in the interview will involve talking about your experiences of binge 
eating. This may potentially be distressing to talk about although we do not 
anticipate this to be the case.
What are the possible advantages of taking part in this study?
Taking part in this study may help participants make sense of the experiences 
of binge eating. It is also hoped that by taking part in the study it will provide 
useful information that will help inform the general understanding of processes 
involved in Bulimia Nervosa and inform treatment approaches.
What if there is a problem?
If you have any concerns or complaints about the way you have been dealt with 
during the study these will be addressed. See part 2 for detailed information 
about this.
Will my taking part in the study be kept confidential?
Yes. Information about your participation in this study will be kept confidential 
within agreed limits. See Part 2 for detailed information about this.
Contact details If you would like further information about this study please 
contact:
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Emma Cotterill (Previously Shepherd), Chief Investigator/Researcher:
XXX @XXX. ac.uk
PsychD Clinical Training Programme
Department of Psychology
AD Building
University of Surrey
Guildford
Surrey
GU2 7XH
This completes Part 1 of the Information Sheet.
If the information in Part 1 has interested you and you are considering 
participation, please continue to read the additional information in Part 2 
before making any decision.
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Part 2
What if I want to withdraw from this study?
You can withdraw from this study at any time. You do not have to give a reason 
for this, and it will not affect any care you receive in any way. If you withdraw 
from this study all data about you, including any audiotapes will be destroyed.
Complaints procedure:
If there are any concerns or complaints about any involvement in this study 
participants should contact Emma Cotterill (previously Shepherd), Chief 
Investigator (XXX@XXX.ac.uk) or DrXXXX, Field Research Supervisor (X)0(X) who 
will do their best to assist you and try and solve any problems. If you remain 
unhappy and wish to complain formally, you can do this either by contacting Dr 
XXXXX at the University of Surrey or the University of Surrey Ethics Committee 
on XXXXXXX or through the NHS Complaints Procedure.
What happens if something goes wrong?:
In the unlikely event that something does go wrong and you are harmed during 
the research study the University of Surrey has public liability insurance and no 
fault compensation insurance. This means if harm occurs, whether it is due to 
someone’s negligence or not, there is insurance to cover for this eventuality 
and you may be able to take legal action to seek compensation.
Will my involvement in the study be confidential?
Yes. Your involvement in this study will be confidential within the limits set out 
in this sheet. When the audiotapes from the interviews are transcribed they 
will be anonymised so your name and any identifying details will be removed 
from the data. After being transcribed the audiotape will then be destroyed. 
The data files will be password protected. They will only be accessed by Emma 
Cotterill (previously Shepherd), Chief Investigator, Dr XXXX, Field Research 
Supervisor and Dr XXXX, University Supervisor. This anonymous data will be 
stored at XXXX Eating Disorders Service for 10 years before being destroyed. 
When the research is written up, quotes from your transcript may be used in 
the written report but these will be anonymously reported.
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What will happen to the results of the research study?
The results of the research study will be written up and reported in the 
following ways:
■ The study will be written up by the Chief Investigator as a thesis for the 
PsychD Doctorate in Clinical Psychology at the University of Surrey.
■ A written summary of the results will be produced for research 
participants as requested.
■ Key research findings will be presented to team members of the XXXXX 
Eating Disorder Service
■ The research findings will be written up for submission to a appropriate 
Clinical Psychology or specific Eating Disorders journal.
Who is organising and funding the research study?
This study is part of an academic requirement of the PsychD Clinical Psychology 
Training Programme based at the University of Surrey at Guildford.
What has reviewed the study?
This study was given a favourable ethical opinion for conduct by the XXXXX 
Research Ethics Committee. The Research and Development Committee at 
XXXXXXX Healthcare NHS Trust has also given approval for this study.
Thank you for taking the  tim e to read this Participant Information Sheet and 
for considering taking part in this study.
If you like to take part or discuss this study fu rther please contact the  
Researcher (details at the end of Part 1 o f this Information Sheet). If you 
decide to take part you w ill be given a copy of this Information Sheet to  
keep and asked to sign a consent form .
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CONSENT FORM
Title of Study: Thinking about Bulimia Nervosa: a phenomenological 
analysis
Name of Researcher: Emma Cotterill
1. I confirm that I have read and understood the 
Participant Information Sheet dated 20th July 2006 
(version 2) for the above study.
2. I have had the opportunity to think about whether I 
would like to take part in this study, understand the 
information sheet and ask any questions, which have 
been answered satisfactorily.
3. I understand that participation in this study in 
voluntary. I can withdraw from this study at any time, 
without giving any reasons, without any impact on any 
professional care I receive or my legal rights being 
affected.
4. I understand that taking part in this study involves 
taking part in an interview that may last up to 60 
minutes.
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5. I understand th a t :
my interview will be audio-taped by the 
researcher.
the audio tape will be used by the researcher 
to transcribe the interview onto a written 
computer file
this file will be password protected and any 
of my identifying details will be removed 
from the data file.
Once the tape has been transcribed it will be 
destroyed.
6. I understand that the researcher may wish to use quotes 
from my interview in written reports about the 
research. These quotes will be anonymous. I agree to 
the researcher using my anonymous quotes in this way.
7. I understand the limits o f confidentiality involved in 
this study.
8. I understand that there may be risks and benefits 
involved in taking part in this study, as explained in the 
information sheet.
9. I have agreed to take part in the above study.
Name of Participant Date Signature
Name of person taking consent Date Signature
(if different from the researcher)
Researcher Date Signatur
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Eating Disorder Service/Online Research Database Background
Information Sheet
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Background Information Sheet
Name___________________________________________
Age____________________________________________________
Marital Status: □ Single □ Married □ Divorced □ Other.
Ethnicity:
White
□ White British
□ White Irish
□ Any other White Background
Mixed
□ White and Black Caribbean
□ White and Black Africa
□ White and Asian
Asian or Asian British
□ Indian
□ Pakistani
□ Bangladeshi
□ Any other Asian Background
Black or Black British
□ Caribbean
□ African
□ Any other Black background
Chinese or other ethnic group
□ Chinese
□ Any other Background
Would you like to be contacted with a summary of the research when it is 
completed?
YES/NO
If Yes: Please complete Contact Details Below:
Address
Contact number
309
E Cotterill Maior Research Project
Appendix 8:
Online Research Database Research Advert
310
E Cotterill Maior Research Project
XXXX Research
Thinking about binge eating in Bulimia
Emma Cotterill: Researcher, University of Surrey.
Understanding the individual experience of a person’s eating difficulties is extremely 
valuable for researchers and clinicians.
My aim for this study is to find out how women with bulimia nervosa experience and 
make sense of binge eating.
It is hoped that the study will provide useful information that will help inform 
researchers and clinicians understanding of the processes involved in binge eating in 
Bulimia Nervosa and as a consequence help to inform approaches for intervention.
This study has been reviewed and approved by XXXXXX Local Ethics Committee and 
the Research and Development team, as well as the University of Surrey Ethics 
Committee. Any information you give in the study will be kept completely anonymous 
and confidential.
Taking part:
Taking part in this research will involve having one individual interview which may last 
approximately between 30 and 60 minutes. This interview will take place over the 
telephone and I can call you at a time that suits you. During the interview you will be 
asked some open questions that will focus on your experience of binge eating.
You would be able to take part in this study if you are female, aged 18 or over and are 
currently experiencing bulimia nervosa.
If you are interested in finding out more about this study or you would like to take part 
in this study, you can email me, Emma Cotterill, on XXXXXXXXXXXXX
Thank you for your interest in this study.
Emma
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Emma Cotterill 
Department o f Psychology 
University o f Surrey 
Guildford 
Surrey 
GU2 7XH
Date
Dear XXX
Re: Study: Thinking about Binge Eating in Bulimia Nervosa - an In terpretative 
Phenomenological Analysis.
Thank you for the interest in this research.
I have enclosed an information sheet which explains about the research. Please 
read and let me know if  you have any questions.
I am enclosing a consent form and background information sheet fo r you to 
complete i f  you are interested in taking part in the research.
If you could complete and return this to me in the stamped addressed envelope 
provided I would be very grateful.
I w ill then be in touch to arrange the telephone interview
Best wishes
Emma Cotterill
Trainee Clinical Psychologist 
XXXXX@XXX.ac.uk
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314
E Cotterill Maior Research Project
Participant Information Sheet - fo r Online Research Database
Study T itle : Thinking about Binge Eating in Bulimia Nervosa - an 
Interpretative Phenomenological Analysis.
You are being invited to take part in a research study. Before you decide 
whether you would like to take part i t  is important for you to understand what 
the research study is about, why i t  is being done and what i t  w ill involve.
Please take your time to read the following information carefully.
■ Part 1 tells you about the purpose of this study and what taking part in 
this study w ill involve.
■ Part 2 gives you some useful information about the conduct of this study.
You can talk to anyone else about the study. You can also ask the researcher 
any further questions i f  there is anything that is not clear or i f  you would like 
more information.
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Part 1
Purpose of the study
This study is being conducted by Emma Cotterill, a Trainee Clinical 
Psychologist. This study is part of the PsychD Clinical Psychology Training 
Programme at the University of Surrey, in Guildford. The study w ill be 
supervised by Dr XXX, Clinical Psychologist, XXXXX Eating Disorder Service, and 
Dr XXXX, Research Tutor, University of Surrey, Guildford.
This study aims to find out how people with bulimia nervosa experience binge 
eating.
Why am I being asked to take part?
People who are currently experiencing Bulimia Nervosa and who attend the 
XXXXX Eating Disorder Service or are research volunteers for the XXXX online 
Research database (formerly XXXXXXX) are being asked to take part. Up to 12 
participants w ill be taking part in the study.
Do I have to take part in this study?
No. Involvement in this study is voluntary. It is up to you whether you would 
like to take part. If you do wish to take part you w ill be given this information 
sheet to keep and you w ill be asked to read and sign a consent form. You are 
free to withdraw from this study at any time, and you do not have to give a 
reason for this. Any decision you make, whether you make a decision to take 
part or not to take part, w ill not affect any of your participation in the research 
database or any NHS care you may receive.
What w ill taking part in this study involve?
Taking part in this research w ill involve having one individual interview with 
the researcher which may last approximately between 30 and 60 minutes. This 
interview w ill take place over the telephone. The researcher w ill call you at a 
time that suits you. Prior to the interview session you w ill be sent a 
background information sheet to record details o f your age, ethnicity etc and a 
consent form which you w ill be asked to send back to the researcher in a 
stamped addressed envelope. During the interview you w ill then be asked some 
open questions that w ill focus on your experience of binge eating.
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At the end of the interview you w ill have the opportunity to discuss the 
interview experience with the researcher and ask any questions you may have 
about the research. You w ill be given the option of receiving a w ritten summary 
about the research when it  has been completed i f  you would like this.
The interview w ill be audio-taped and the tape w ill be transcribed into 
typed/w ritten transcripts. Your name and any identifying information w ill be 
taken out of the transcripts so they w ill be completely anonymous. See Part 2 
for further details.
What are the possible disadvantages of taking part in this study?
Taking part in the interview w ill involve talking about your experiences of binge 
eating. This may potentially be distressing to ta lk about although we do not 
anticipate this to be the case.
What are the possible advantages of takina part in this study?
Taking part in this study may help participants make sense of the experiences 
of binge eating. It is also hoped that by taking part in the study i t  w ill provide 
useful information that w ill help inform the general understanding of processes 
involved in Bulimia Nervosa and inform treatment approaches.
What i f  there is a problem?
If you have any concerns or complaints about the way you have been dealt w ith 
during the study these w ill be addressed. See part 2 for detailed information 
about this.
Will my taking part in the study be kept confidential?
Yes. Information about your participation in this study w ill be kept confidential 
within agreed limits. See Part 2 for detailed information about this.
Contact details If you would like further information about this study please 
contact:
Emma Cotterill, Chief Investigator/Researcher: XXXXXXXXXXXXX 
PsychD Clinical Training Programme 
Department of Psychology 
AD Building
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University of Surrey 
Guildford 
Surrey 
GU2 7XH
This completes Part 1 o f the Information Sheet.
If the information in Part 1 has interested you and you are considering 
participation, please continue to  read the additional information in Part 2 
before making any decision.
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Part 2
What i f  I want to withdraw from this study?
You can withdraw from this study at any time. You do not have to give a reason 
for this, and i t  w ill not affect services or any care you receive in any way. If 
you withdraw from this study all data about you, including any audiotapes w ill 
be destroyed.
Complaints procedure:
If there are any concerns or complaints about any involvement in this study 
participants should contact Emma Cotterill, Chief Investigator (XXXXXXX) or Dr 
XXXX, Field Research Supervisor (XXXXX) who w ill do their best to assist you and 
try  and solve any problems. If you remain unhappy and wish to complain 
formally, you can do this either by contacting Dr XXXXX at the University of 
Surrey or the University of Surrey Ethics Committee on XXXX or through the NHS 
Complaints Procedure.
What happens i f  something goes wrong?:
In the unlikely event that something does go wrong and you are harmed during 
the research study the University of Surrey has public liab ility insurance and no 
fau lt compensation insurance. This means i f  harm occurs, whether i t  is due to 
someone’s negligence or not, there is insurance to cover for this eventuality 
and you may be able to take legal action to seek compensation.
Will my involvement in the study be confidential?
Yes. Your involvement in this study w ill be confidential within the limits set out 
in this sheet. When the audiotapes from the interviews are transcribed they 
w ill be anonymised so your name and any identifying details w ill be removed 
from the data. After being transcribed the audiotape w ill then be destroyed. 
The data files w ill be password protected. They w ill only be accessed by Emma 
Cotterill, Chief Investigator, Dr XXXXX, Field Research Supervisor and Dr XXXX, 
University Supervisor. This anonymous data w ill be stored at XXXX Eating 
Disorders Service for 10 years before being destroyed. When the research is 
w ritten up, quotes from your transcript may be used in the written report but 
these w ill be anonymously reported.
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What w ill happen to the results of the research study?
The results of the research study w ill be w ritten up and reported in the 
following ways:
■ The study w ill be w ritten up by the Chief Investigator as a thesis fo r the 
PsychD Doctorate in Clinical Psychology at the University of Surrey.
■ A written summary of the results w ill be produced for research 
participants as requested.
■ Key research findings w ill be presented to team members of the XXXXX 
Eating Disorder Service
■ The research findings w ill be written up for submission to a appropriate 
Clinical Psychology or specific Eating Disorders journal.
Who is organising and funding the research study?
This study is part o f an academic requirement o f the PsychD Clinical Psychology 
Training Programme based at the University of Surrey at Guildford.
What has reviewed the study?
This study was given a favourable ethical opinion for conduct by the XXXXX 
Research Ethics Committee. The Research and Development Committee at 
XXXXX Healthcare NHS Trust has also given approval for this study.
Thank you for taking the time to read this Participant Information Sheet and 
for considering taking part in this study.
If you like to take part or discuss this study further please contact the 
Researcher (details at the end of Part 1 of this Information Sheet). If you 
decide to take part you will be given a copy of this Information Sheet to 
keep and asked to sign a consent form.
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CONSENT FORM ~ online research database
Title of Study: Thinking about Bulimia Nervosa: a phenomenological 
analysis
Name of Researcher: Emma Cotterill
1. I confirm that I have read and understood the 
Participant Information Sheet dated 27th March 2007 
(version 1) for the above study.
2. I have had the opportunity to think about whether I 
would like to take part in this study, understand the 
information sheet and ask any questions, which have 
been answered satisfactorily.
3. I understand that participation in this study in 
voluntary. I can withdraw from this study at any time, 
without giving any reasons, without any impact on any 
professional care I receive or my legal rights being 
affected.
4. I understand that taking part in this study involves 
taking part in an interview that may last up to 60 
minutes.
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5. I understand th a t:
my interview will be audio-taped by the 
researcher.
the audio tape will be used by the researcher 
to transcribe the interview onto a written 
computer file
this file will be password protected and any 
of my identifying details will be removed 
from the data file.
Once the tape has been transcribed it will be 
destroyed.
6. I understand that the researcher may wish to use quotes 
from my interview in written reports about the 
research. These quotes will be anonymous, f agree to 
the researcher using my anonymous quotes in this way.
7. I understand the limits o f confidentiality involved in 
this study.
8. f understand that there may be risks and benefits 
involved in taking part in this study, as explained in the 
information sheet.
9. I have agreed to take part in the above study.
Name of Participant Date Signature
Name of person taking consent Date Signature
(if different from the researcher)
Researcher Date Signature
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Interview Questions
Research Question: How do women with bulimia experience the processes 
leading up/prior to binging?
4 Broad Areas of Interests to explore in the interview
1. History/Experience of binging over time/detailed description of a binge 
experience
2. Understanding of processes leading up to binge -what happens? What is the 
experience?
3. Understanding how women reach the decision to binge
4. Understanding what is the experience of these processes described in 3 areas 
above.
Questions to ask in interview and prompt auestions/areas to use if necessary.
Initial warm u p  question: perhaps to begin with you could tell me a little bit about 
yourself, where you are from, what you do etc...
1. Experience of binging
KEY QUESTION: Perhaps we could start with you telling me a bit about your 
experiences of binge eating, thinking back to when it started to 
now/present
Prompts:
- What was your experience of binge eating like when you first started 
bingeing?/what is it like now?/has it always been like this?
- prompt historical description over time, clarify understanding of story if 
required
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- If mention different experiences of binging over time clarify 
understanding of this
2. Understanding of processes leading up to binge
KEY QUESTIONS:
• Perhaps you could think back to a recent experience of binge eating and 
tell me about that time...(focus on what happens prior to the binge)
• Thinking back to that time, can you tell me about what was happening 
leading up to the binge?
Prompt
- Do you think there was anything triggered the binge? 
(description)
- When X happened....what happened next?
- What were you thinking, from before that trigger point, through 
to binge, (get description of type of thoughts)
- Was there a point when you started thinking about binging?
- At what point did you know you were going to binge?
- What were you feeling during this experience?
- What did you do?
- Get descriptions and clarify understanding pf participants 
experience
• How typical is this recent experience of your binge eating, Have your other 
experiences of binge eating been the same, different? (ask participant to 
elaborate if different)
• Explore different types of binge eating if present
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3. Understanding the process of reaching the decision to binge
KEY QUESTION:
• Was there a point when you knew you were going to binge? (how do you 
decide to binge), tell me more about this
Prompt
• How do you think you reached the decision to binge?
• Why do you think at that time you decided to binge?
• At what point in the process were you aware that you were going to binge?
• What was the distance in time between deciding to binge and actual 
bingeing?, is this typical? What is longest/shortest?
• What, out of the processes you’ve talked about, thoughts such as...feeling 
X, trigger X, opportunity X, influenced your decision to binge the most?/was 
most influential?/ do you think any of the things you mentioned (see 
above) most influenced your decision to binge, made it most likely to 
happen?
Challenging binging? (if participants describe trying not to binge)
• Once you had made up your mind to binge what happens to your 
thoughts/feelings? (if mentioned thoughts already -  do they continue etc)
• Have you ever thought you were going to binge then changed your mind -  
what was that experience like? Thoughts/feelings?
• Have you ever tried to challenge/ignore these thoughts about binging? 
what happened?, what do you think would happen?
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4. Experience of these processes (in areas 1-3)
For the processes described by the participant above prior to a binge (eg. Thoughts, 
feelings, trigger experiences etc)
• What is this experience like? -  what feel like?
• How feel and think etc when happening (e.g. if having thoughts, what 
thoughts like, what feelings like,
• how think/feel when make decision to binge etc, what affect does it have on 
them,
• What are the thoughts like? -  repetitive/frequency/intrusive, how would you 
describe the experience of having these thoughts
• How does it feel to have these thoughts/feeling/being in X situation?
• How would you describe your experience of binging, how would you sum it 
up?
• If you had to describe what bingeing was like for you what would you say?
• What does it mean to you that you binge?
Thinking about binging/food
• What is your experience of thinking about binging? (prompt how many 
times might you think about binging,), how often might binging be on 
your mind?
• What is your general experience of thinking about food? How often might 
you think about food, might your mind be on food,
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Transcript 1:
I: tell me a little bit about yourself, a bit of background...
ALICE: -  I’mX, I’m a XXXX,XXXXXXXXXX..
I: ok that’s fine, so Perhaps you could tell me a little bit about your experiences, 
what’s your experiences been like of binge eating in general?
ALICE: in generaL.when I started? I reckon, I think I’ve had very chaotic eating 
since I was about 14, urn, I used to take, I used, I was very unhappy in sixth form 
so I used to take days off school to binge, which now I think back on it I can’t 
believe I did it, as it was err, I would take that day off and I would buy food in 
advance and that was what I would do, urn. My bulimia didn’t start until I was 19 
though, so it was quite a while afterwards and that was a, I’ve been a diet for 6 
months and been absolutely fine, and then I overate one day and I like, was 
okay, that was a bit scary, and then things like, and then it all spiralled after 
that...
I: so that was when you started engaging in the other bulimia behaviours...so its 
been perhaps, difficult relationship with food been around for quite a while, since 
you were 14 (ALICE (yeah)) but you felt the bulimia really started around 19...
I: tell me about a more recent experience of binge eating
ALICE: 21st of December! Just before Christmas. And on Christmas day, but I 
don’t think that counts as everybody does. I don’t think it counts if it happens in 
public and if everyone is doing it. I had been doing really well. But this time, I 
made a very conscious decision, previously has felt like not in control, like as 
soon as thought in my head I had to do it, but this time I wanted to do it. It was 
very conscious. It was the first day I was on my own, my housemates had gone 
home for the holidays and I had been very controlled in my eating, sticking to my 
meal plan for last 6 weeks. I was nervous about going home because I would 
have to hand over the control to my mum and I was worried about that. I’d also
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been making chocolates and things for presents for everybody and I hadn’t  had 
any. I’d only tasted a corner of the biscuits to make sure they were cooked and 
then I decided and I thought “ I’ve been so good I deserve a treat” . I also really
missed purging. I don’t  like binging but I miss purging interesting is that it was
one of the few times that...it was one of the few times that when I stopped my 
bulimia it was the food that I missed (I: hmm) but it wasn’t, was a bit of a shock 
(I: right)) and urn I knew that I was eating in order to throw up, rather than 
throwing up because I was eating (I: right)) which was a bit of a surprise
I: So you noticed you were eating for purging....So think about that t im e ......
[tape breaks down briefly]
I: so to recap you were saying that around December, that was a recent time that 
you engaged in binge eating, and you felt that was perhaps slightly different to 
other times when you engaged in binge eating, because you were a bit more 
conscious and bit more in control of it, whereas before, you felt that as soon as 
you had the thought you had to go and do it, you had to go and binge eat, 
whereas this time it was a bit more conscious - you felt like you wanted to and 
you missed the purging, particularly that was something you really noticed, urn, 
but as well you were kind of anxious about Christmas, and anxious about giving 
over control of your eating to your mum, and going home, and seeing as you’d 
been doing so well for 6 months, so that was all things that you were nervous 
about.
So as well, you’d been cooking and doing all the presents and chocolates for all 
the family, and you hadn’t  had any of them, so it was the thought that’d you’d 
been really good and you deserved a treat - and you had those thoughts [about 
deserving a treat, being good], and you thought about missing the purging, so as 
well you went out and bought some things, urn, and came home to binge...does 
that all sound like what we talked about?
ALICE: yep yep
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I: so we were just saying what happens once you have that thought, that you 
deserved a treat, what kind of happens after that? You were saying maybe there 
is a difference between what happens in the past and what happens...
ALICE: yeah in the past it wouldn’t  have been so much that I deserved a treat, it 
would have been, I'd woken up every day and gone 'I'm not going to binge today’, 
and totally believed that I could do that, but for me however, a day of not 
bingeing would have been not eating..(l: right). I discovered that’s a stupid plan, 
urn, so it would be very much , oh and I very rarely ate carbohydrates and I used 
to crave them something rotten (I yep), so urn, I think I was massively deficient in 
carbohydrates.(l: uhmm). But urn, yes, in the past it would be - wake up and say 
‘now I’m not going to binge’, and then I would get hungry, and the thought would 
come and it would be, I would resist it for a while and then usually I would give in 
because I would think of absolutely nothing else until I had done it. I could hold 
off for a while, it wasn’t  like the moment I had it I would walk down to the shops 
and binge - cos I very rarely have stuff in the house (I: mmmm), cos I don’t  want 
the temptation, and urn yeah, so that’s what it was in the past. This time it was, I 
thought about it, I knew I had access, nobody was in the house (I: mmm). So its 
much easier when nobody is in the house, urn. I’ve had the thoughts before, I’ve 
had what I call the ‘mini binge’ (I: uhmm). I can’t  remember when I had that, that 
was, I don’t  know, that was 2 weeks, 4 weeks before my proper binge (I yeah) 
where I just steadily grazed on everything in my house (laughs) ( I : right), which is 
a very unconscious thing really - that was a, was just a bit bored (I: mmm). I was 
supposed to be doing an assignment (laughs). It was much more fun to just graze 
on everything in my house ( I : uhhmm). Umm but yeah last time it was very, it did 
feel very different, it was not that I wasn’t  hungry or anything I just fancied it, it 
was very much a, it fe lt very calculated in a way (I hmm). Umm, that was a bit 
strange for me, I fe lt more in control of it, which I don’t  think I liked the feeling of 
being in control of the binge as much, because before, I could blame it on, I sort 
of had no choice, I had to do it and I wasn’t  really thinking about what I was doing 
(I hmm). And this time I was ( I : yep), it wasn’t  so fun ( I : yeah) so.....
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I: this time, yeah, you fe lt you were making more of a conscious decision, more in 
control, but you didn’t  really like that part (ALICE no), but you remember the 
feeling..okay..
ALICE: urn, I see the bi..this sounds weird. I see the binge as the disgusting bit of 
bulimia in a way (I: uhum). I don’t  particularly think of the purging in that way. (I 
hmm) The purging, I don’t particularly think about that much for me, the binge is 
the bit that ...uncontrollable, like that’s the bit that I have no control over (I yep) 
and that’s what I don’t  like..
I: So, what do you think its meant to you, like you said, this time it fe lt like you 
were in control of it so...
ALICE: Umm, it made it feel worse that I was doing it in a way (I: uhuh), cos it 
made me feel like , I was doing something that I hated, but I was choosing to do 
it rather than having to do it if that’s makes sense (I yes). Cos the purp..it sort 
of..makes me, the binging is what seems dirty (I :uhh), so to consciously choose 
to do that is quite, I don’t  know, not nice really (I :hmm). I know most people 
don’t  like the purging part, don’t  really care about that bit.. (I at same time: yep 
but, that’s, you don’t  mind as much about, don’t  feel as strongly about that bit) 
ALICE in response: no I don’t  actually, so..
I: How do you actually feel, do you think about the binge, bingeing in general, like 
you say, you feel, like it’s the dirty part of it when its actually happening - how do 
you feel thinking about that time in...
ALICE: To be honest, when I go and buy the binge food I think I sort of tune out 
sometimes (I: uhhmm), and, but I think I get quite a buzz from buying things and 
planning an binge (I: hmm). I used to always enjoy that part, you know, I was 
allowed all the foods that I wasn’t  really allowed to eat, which you know, normal 
people can eat them but I can’t (I: hmm). So it would be all of those things, and , 
so I used to go to the shop and I used to wander around, and I used to go to the 
till and wonder how the hell did I used to spend that amount of money (I: uhmm) 
- because I don’t  remember really buying anything so I used to quite tune out a
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bit, and sometimes, that was all I needed really, was to buy the food, but once 
you’ve bought the food you have to eat it because it’s a waste of money - I’m 
going to throw it up anyway, so it’s a bit of a waste of money anyway.. (I: uhmm) 
but, sometimes I didn’t  need to eat it, particularly, it was just, actually, 
sometimes it used to be a chore to eat it because I’d bought it and I had to (I: 
hmm). But umm, yeah so I used to tune out then,. When I was eating the food I 
usually did something else at the same time. I used to always distract myself 
from what I was doing so I’d play on the internet or I’d read a magazine, (I: yeah) I 
used to have a thing where I’d always read a magazine whilst I was eating my 
binge food. (I: right) It used to be part of it, urn and yeah, I, I don’t  think I really 
thought about the food that carefully. I never really enjoyed it that much (I: hmm).
I used to have the occasional thing that I thought, ‘ohh that’s quite nice’, but urn, 
it wasn't particularly enjoyable I don’t  think.
I: So what do you think, when you were talking about the experience being quite 
uncontrollable previously, and maybe this time it’s a bit different, it fe lt a bit more 
controllable, what do you think was the difference that made it feel 
uncontrollable or not?
ALICE: Umm my group I think. I think the fact that, I now, its so, as I said before, it 
would be, I wouldn’t  have eaten (I hmm). I very rarely ate carbohydrates anyway 
(I: uhmm), and so all my binges would have involved large amounts of 
carbohydrates (I: hmm) - would have been the only time I got carbohydrates 
really, would have been in a binge (I: yeah). And urn ....going to my group means 
having to totally sort out your eating really, so you have your three meals a day, 
your carbohydrates in every meal (I: yep). So I was no longer lacking in my 
carbohydrates, so I wasn’t  craving them (I: hmm). So previously I would have 
been craving them, and, its like an alcoholic I would have thought. As soon as 
you are craving something that badly (I: hmm) it is quite hard to feel in control of 
that, but this time I wasn’t craving anything particularly, (I yeah) it was just that, 
as I said, I just fancied it (I: yeah), and it was a...so, and in the group they talk 
very much about the fact that at every point in the binge, urn, but in the whole 
process, you can choose not to do it. (I: uhmm) Before I thought, you know, once 
the idea was in my head (I: yeah) I had to. And so we’d been taught about the
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whole, at any point in the process you can stop. So I knew when I left the house I 
could stop then. (I: yep), I knew when I was walking down to the shops I could 
stop. I knew as I was buying the food I could stop (I: yep). I knew the whole way 
through and I knew I was choosing not to, so I think that’s the only difference is 
my group, I quite like the group (I: yeah)
I: So you understood the process more and what was going on, (ALICE yeah I did 
yeah) and perhaps you understood the thought process more, (ALICE yeah) and 
even though you were having those thoughts you didn’t  have to act on them 
(ALICE mm) so it was more of a choice. Urn, so thinking about a time previously 
when you fe lt it was more uncontrollable, and you were saying, you had the 
thought, and you had to act on it - can you tell me, can you think maybe back to 
an experience when it was more like that, and what that experience was like
ALICE: umm, my first day of the group, my first time I went, I sat there feeling 
quite, realising I had to give it up, urn, and sort of realising that you couldn't have 
one thing and not the others. Umm and so I had my group, which is strange, I had 
my group 3-5 and then I had my EDA meeting 7.30 til 9, and I got home from my 
meeting at about, my group meeting, err the group, about quarter past 5, and I 
walked to the shops and I fe lt so, I was really upset and wanted to something to 
numb that really (I hmm). Foods always done that in the past. And so in between 
my bulimia group and my EDA meeting I had a binge and a purge (laughter), and 
then on the way home from my EDA meeting I bought more food, and that was a 
very much, a, it didn’t  really feel I had a choice, and ...I just wanted to numb 
everything rea lly.....
[Tape breaks down briefly]
(from notes: ALICE: talking about feeling upset, wanted to numb feeling upset, 
was not in control)
[ALICE talks about another time when she was binging in the past in her easter 
holidays when she was trying not to binge]
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I: so we w ere ta lk in g  abou t your Easter
ALICE: yeah my Easter, o f my f irs t year and I tr ied  to  s top  and I co u ldn ’t. I used to  
s it in my , I had a , I lived in halls I had a room, en-suite - not a g rea t idea, and I 
used to  be in my room and go ‘nope its no t go ing to  be today ’ and it w ould  fe lt  
like  I had abso lu te ly  no contro l over it a t a ll. (I: hm m ) It w ould  dom ina te  my 
though ts  en tire ly  th in k in g  back, and it w as...th ink ing  abou t ea ting  a ll day w ould 
dom ina te  my though ts , bu t you know, it w asn ’t  to ta lly  ra tiona l (I: uhuhm m ) and 
um m  yeah. I used to  s it in my room and go ‘ I’m not going to  do it I’m no t go ing  to  
do it I’m not go ing to  do it ’ and then  it was like, well I have to  (laughs)...o therw ise 
I’d go mad w ith  th e  though ts  go ing  round and round in my head, they  w ere go ing 
to  drive me mad... tha t., the re  was no debate, I had to  a c t on th e m ......
I: um m  so th in k in g  abou t why it fe lt  like you had no choice, because you w ere 
saying, because the  though ts  w ere ju s t go ing to  drive you mad
ALICE: yeah basically
1: -  so it was ju s t having th e  though ts  going round and round and round ...
ALICE: so it was kind o f a..I had to  do it cos o therw ise  I w ould th in k  abou t 
no th ing  else and th a t ’s a b it o f w aste  o f tim e
I: ...and w ha t kind o f though ts  was it-yo u  m entioned a few  o f them  - w ha t kind o f 
though ts  do you th in k  you w ere having a t th a t po in t when you w ere fe e lin g  ‘ I’ve 
ju s t go t to  do it o therw ise  I’ ll go m ad ’? w ha t do you th in k  w ere th e  though ts  th a t 
were driv ing  it, when you were s ittin g  in your room..
ALICE: um m m  th e  though ts  driv ing  it I don ’t  rea lly know..
I: well ju s t anyth ing  th a t com es in to  your head a t th a t tim e , so im agine back to  
s ittin g  in your room...
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ALICE: I found  it very very scary (I: uhm m ). It was th e  po in t w here it was, I w ro te  
in to  a , on th e  university o f X they  have a chao tic  ea ting  w ebsite, and I w rote  in to  
th a t, and I fe lt  to ta lly  o u t o f con tro l o f m yself and everyth ing a round o f m yself (I 
yep). It was incred ib ly  scary. It was one o f the  scaries t tim es  o f my life  I w ould  say 
so it was not very p leasant. (I: hm m ) I d o n 't really know how to  describe  th e  
fee lings...qu ite  a lo n g tim e  ago now....(I: yeah) um m  ...
I: so it fee ls  a b it hard look ing  back, bu t so, it fe lt  like  a really, som e scarily  
strong, lots o f s trong  fee lings (ALICE yeah) a t th a t po in t a bou t w ha t was 
happen ing  and you w ere fe e lin g  like you c o u ld n 't contro l w h a t was go ing on 
(ALICE yep). Umm and so th in k in g  back, when you were in th a t s itua tion , and you 
were s ittin g  in your room , and th e  though ts  were going round and round in your 
head, can you th in k  w ha t kind o f th ings  they w ere th a t w ere go ing around in your 
head? You’ve m entioned th a t ‘as soon as you had th e  th o u g h t in your head you 
had to  do it ’ - w ha t kind o f th o u g h t was it you w ere having?
ALICE: um m m  it would usually ju s t be abou t w ha t so rt o f foods to  ea t (I: yeah). It 
would be, usually abou t bread,(I: uhum m ) and abou t having to  ea t it. Okay, 
th e re ’s m ore to  bread than  ju s t bread, my m um  used to  a lways bake bread, (I: 
hm m ), and fo r me breads always been around, and I now m ake bread, no t 
particu la rly  to  eat, bu t to  ge t the  so rt o f warm  hom ely fee ling  (I: yep) o f being, you 
know, a t hom e, and every Sunday, my m um  bak ing  bread (I: hm m ) and I m ake it, 
can give it to  my brothers, cos I ju s t w an t th e  fe e ling  o f having all the , you know 
th e  sm ell in my house. (I: yep) So breads always been qu ite  an issue fo r m e (I: 
right). But, um m , yeah it would m ain ly be w ha t food to  eat, then  th e re  w ould be 
th e  w hole ‘ I’m so fa t  I can ’t  ea t those  foods and not th row  up ’, so I’d have th a t, 
and I th ink , I w ould, a t th a t po in t I was also (laughs), I was really res tric ting  th a t 
holiday (I: hm m ). It was yeah, my Easter holidays, and I, well, I was try in g  to  really 
res tric t and I w en t fo r  like  fo u r days w ith o u t ea ting  or som eth ing , w hich isn ’t  like  
the  m ost sensib le  th in g  to  do if you w an t to  s top  binging, (laughs)
I: so th in k in g  around th a t experience: you ’d been res tric ting  a lot, you ’d been 
restric ting  over th e  last fo u r days or so; and so you were s ittin g  in your room , 
th in k in g  ‘ I’m not going to  binge I’m not go ing to  b inge ’; bu t having th e  though ts
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abou t food th a t you w anted to  eat, and you w an t to  binge on go ing round and 
round in your head; un til you a lm os t fe lt like you had to  go and do it, o therw ise it 
was ju s t going to  d rive you m ad ju s t having th e  though ts  constan tly  com ing  into 
your head;, so it fe lt  like  th a t was um m  so rt o f th e  only way o u t o f th a t s itua tion  ...
ALICE: I gave up try in g  to  res is t them  a fte r a w hile  (I: uhm m ). It was my cop out 
when we did cop ou ts  in th e  group (I: hm m ). It was, once I th o u g h t abou t it I had 
to  do it, and I th in k  from  th a t experience a t Easter when I really tr ied  to  no t listen 
to  those  though ts , and I really fe lt  like I could do noth ing  b u t do it (I: yep) I 
s topped try ing  to ...l knew  as soon as th e  though ts  cam e in to  my head it was 
inevitable , so ..a fte r tha t, when though ts  cam e in to  my head to  do it, I so rt o f did 
(I: right), so urn, it s topped really being, yeah, so rt of, soon as though ts  in my 
head it was eas ie r to  do it.
I: so w ha t would happen when, in th a t in itia l stage when you tr ie d  to  res is t them  
[the  though ts ]?
ALICE: it  w ou ldn ’t  w ork
I; w ha t would happen to  th e  though ts  you w ere having?, when you w ere try ing  to  
ALICE : th e y ’d ge t m ore intense...
I: so you fee l they [the  though ts ] would ge t much m ore in tense and w ould  ju s t 
keep com ing in to  your head
ALICE [can ’t  d is tingu ish  response on tape ] bu t it [having  th e  though ts ] w ould be 
to ta lly  d om ina ting  you cou ldn ’t ’ really do anyth ing  else (I: yeah) so  you had to..
I: And again they  [the though ts ] were m ain ly around w ha t food you were go ing  to  
eat, w hile  th in k in g  ‘ I’m go ing to  have to  go and do it cos its go ing  to  d rive  m e 
m ad ’, - and then  so w ha t would happen next?
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ALICE: I’d usually go to  th e  shops and buy the  food (I: uhhm m ), and I always 
found , I always w en t a little  b it b lank w hile  do ing  it, and always found  it qu ite  fun  
in a way. I always liked spend ing  money, (I: hm m ) you know food and m oney my 
ideal com b ina tion  (I: hm m ). Umm, so yeah, I ju s t used to  go to  th e  shops and 
buy th e  food, and it w ou ldn ’t  once I’d bought th e  food, you know th a t ’d be my day 
gone (laughs) (I: yeah), th a t would be th e  rest o f the  day would be sp e n t do ing  
th a t (I: right). I have a s ligh t com puls ion  no t to  buy one o f anyth ing  e ith e r (I right), 
w hich isn ’t  th a t good when you are try ing  to  s top  do ing  th ings cos it m eans th a t 
you usually have one le ft over. And I w ou ldn ’t  buy a sm a ll am oun t o f food, I used 
to  buy masses (I: hm m ), and so the re  would o ften  be food le ft over, and you ca n ’t  
do th e  whole, ‘well I’ve done the  binge now I do n ’t  have to  do it aga in ’ cos if it 
was food le ft in th e  house then  I would have to  ea t it...
I: so ea ting  anyth ing, ea ting  everyth ing  th a t was the re  [in the  house] see ing  as 
you had it ju s t to  ge t rid o f it...
ALICE: umm la te r on it w ould  be, w hen I f irs t d id it I would pu t it in a b lack sack  
a fte rw ard ...and m ore in to  it you get, you ge t w here you go in to  th e  b lack sack to  
ge t th e  food, which is qu ite  gross, and th a t ’s w ha t I don ’t  like. See, its b ing ing I 
don ’t  like, go ing in to  b lack sacks to  ge t food seem s an aw fu l lo t worse than  
th row ing  up (I: uhhm m ). So um m , so yeah, um m , now I do fa iry  liqu id  all over it a ll 
(I: right). But, yeah, it would be as soon food was in th e  house. I do n ’t  keep any 
foods in the  house anym ore (I: yeah). My m eal plan consists o f all foods th a t I’ve 
never binged on (I: hmm ), because I ca n ’t  have th e  m em ory o f th e  b inge on it o r 
anyth ing  like th a t (I: hm), so it is th e  only way th a t I can cope w ith  it (I: right, 
yeah).
I: And so w hat happens once you ’ve m ade th a t decis ion, in th a t s itua tion , w here 
you are in your room , and you th o u g h t ‘ I ju s t have to  go and do it cos its going to  
d rive me mad a t th a t po in t’, in th a t s itua tion  w ha t would have happened next?
ALICE: I’d have gone to  th e  shops. I’d have bought a loa f o f bread, probably som e 
cheese, (I: hm m ) de fin ite ly  som e m argarine, flo ra  (laughs) and I w ould have 
probably bought a cake and som e chocolates, all my norm al binge foods  (I hm m )
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and I would have com e back to  my room and m ade m yself a bunch o f 
sandw iches, and I would have sa t th e re  and a te  them  all read ing  a m agazine 
(laughs). Tha t’s w ha t w ould have happened, I can always guarantee it (laughs)
I: And w hat would have happened to  the  though ts  once you would have decided 
t o ...
ALICE: Once I’d done it, I w ould be com ple te ly  m uch b lank. I w ou ldn ’t  really th in k  
abou t it a fte r th a t (I: yep) It w ould  be - Easter was s ligh tly  d iffe re n t because I was 
try ing  to  stop, (I: yep) so I was not being, a fte r I’d purged I w ould fee l qu ite  crap 
abou t m yself having done it, bu t norm ally once I’d purged, its a lm os t like  its 
gone, fo rgo tten , don ’t  th in k  abou t it any m ore(l: uhuh) th a t’s it, over. And if I’ve 
done a binge one day I can usually las t th e  next day w ithou t ea ting  (I: yep), and 
then  it s ta rts  again the  day a fte r, so, and then  its ju s t an endless cycle, w here it 
all ju s t happens again. But yeah, once I’ve done th e  buying food, ea ting  food, 
th row ing  it up, its  over, its  qu ite  nice (I: yeah). Oh, it does have to  ge t to  th e  next 
day though. I do have to  go to  s leep(l: yeah), if  th e re 's  food in th e  house (I: yeah). 
Because if th e re ’s food in th e  house and I’m aw ake I’ ll ea t it (I: okay). Because, 
you know, you ’ve done it once, it m akes no d iffe rence , you don ’t  ...so yeah
I: So once you have all those  though ts  and you ’ re fee ling  obviously really upset 
and scared abou t w h a t’s happening and have th e  though ts  abou t food and th e  
though ts  th a t you have to  go and ju s t to  s top  all the  though t - once you ’ve had 
th a t and you go down and get th e  food from  th e  shops, are  you s till having th e  
though ts  a t th a t po in t do you th ink?
ALICE: No, as soon as I go o u t the  house to  m ake the  decision to  do it I do n ’t  
really. A fte r th a t th a t’s it its over really (I: yep). There ’s only once I’ve gone down 
to  th e  shops and not bought binge food when I’d planned to  (I: right), and um m
I: And w ha t happened on th a t occasion, how did tha t....
ALICE: That was in [unc lear on tape ] th a t was qu ite  an in te res ting  , th a t w as the  
last tim e  th a t I ever, uh, when I had th a t 6  w eek period when I d id n ’t  binge (I:
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uhuh) until th e  2 1 st o f S eptem ber, and the  9 th o f N o ve m b e r, and I b inged on the  
Thursday, and then  I d id n ’t  realise th a t all my house m ates w ere go ing  hom e on 
th e  Friday (I: hm m ) and you know I had the  house to  m yself in fa c t and ohh it was 
like, bu t on th e  Thursday I realised th a t I go t abso lu te ly  no th ing  from  the  en tire  
experience ....so on th e  Thursday I’d had a binge, and so a ll my housem ates w ent 
home, as I’ve said, see ing  as I’m on my own you know, my in s tin c t is to  binge (I: 
hm m ) cos I d id n ’t  have to  hide in my room and do it, I could s it, I could cook as 
w ell if I w anted to  on my binge (I: right). So I [unc lea r on tape ] cooking, and so I 
le ft the  house to ta lly  in tend ing  to  go and buy m yself binge food  (I: uhuh), and I 
was w a lk ing  to  th e  shop, and going, you know, ‘ I don ’t  need to o ’ , it was w ha t I 
was saying abou t th e  d iffe rence  in urn, (I: yeah) w hereas in D ecem ber w hen I d id 
it I knew I cou ld  s top  a t any tim e , (I: yeah) w ell th is  tim e  the , um m , tim e  in 
N ovem ber was th e  f irs t t im e  th a t I realised I could do th a t and I w a lked to  the  
super..! w a lked to  th e  co-op, which is ju s t up th e  road from  here (I: uhh), and urn, 
th e  w hole tim e  I was go ing ‘ I don ’t  have to  do any o f th is ’, ‘ I d id n ’t  ge t anyth ing  
from  it last t im e ’ and so I w en t in to  co-op (laughs) and bought m yse lf an hea lthy 
e a ting  lasagne and som e grapes or som eth ing  (I: uhuh), and w en t hom e, and 
w en t running, and put my lasagne in when I go t home, and had my shower, so 
th a t it was done when I had fin ished, and I sa t on th e  sofa and read a book, bu t it 
was a very d iffe ren t, it was qu ite  nice and in con tro l and th e  f irs t t im e  I’d fe lt  in 
contro l fo r a long tim e  (I: yeah) and it was a really nice experience (I: yeah) bu t 
th a t was yeah I could choose not to  (I: yeah) I ju s t cou ldn ’t
I : so th a t was th e  f irs t tim e  you fe lt  th a t you were ab le  to  consciously go aga inst 
th e  though ts  (ALICE hm m ) I guess, and go aga inst th e  decis ion to  go and have 
som eth ing  to  have a binge once you ’d planned it? and perhaps you fe lt  th a t ’s 
because you w ere th ink ing , as you were going to  do it, you w ere th in k in g  o the r 
though ts  instead (ALICE hm m ). Is th a t right? (ALICE yes). You w ere th in k in g  M 
d on ’t  have to , I do n ’t  need to  do th is ' (ALICE yes). And th a t was how you m anaged 
it. And w hat was happen ing  to  th e  though ts  - was it like before, w ere you having 
a ll these  though ts  going round in your head and you were res is ting  them ...o r?
ALICE: I fe lt very calm , I fe lt  um m , I fe lt  I’d got to  th e  po in t w here  I was a b it tired  
o f it all to  be honest (I: hm m ). It to o k  up so m uch tim e  and energy, and I ju s t fe lt
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so tired after I used to do it. Umm I’d do it on the Thursday, and I, when I went to 
do it on the Friday it just felt like I was doing it more out of habit, than anything 
else (I: uhuh) not really want to do it, and so I felt really calm and then I then 
walked home, and I sat on the sofa and I read a book and I just felt so peaceful (I 
hmm) and it’d been a longtime since I felt peaceful with myself (I: yeah) so it was 
quite nice, not to be warring with my head, (I: yep) so..
I: So that’s how it felt like before, like you were warring with your head (ALICE 
yeah, yeah). Umm, and you talked about feeling really scared (ALICE hmm), and it 
quite tiring to have those thoughts keep going round and round (ALICE yep). 
Umm, and you mentioned once when you are actually having the binges, you are 
almost quite blank, and during the purging as well., do you find that as well..
ALICE: yeah, can do, umm the purging I used to, cos umm, especially my first 
year, I used to often try and put off and not do it, and I used to, do virtually 
anything and then I would just be like well I have to,(I: uhuh) but umm I don’t 
really think about it that much to be honest, (I: hmm) its been going on for so 
long its juts sort of part of my life (I: yeah)
I : Do you think that’s changed then, how much you kind of think about it 
[bingeing], from when you first started to now? Or is it...
ALICE: yeah umm, when I first started my groups,- so I started my groups 
beginning of October (I: yep), and realised that I had to give up, I was devastated 
over (laughs). I thought I could give up one bit, and not the others (I yeah). So 
actually thought I could give up the binging and the purging, but not eat and 
loose loads of weight, and realised that you can’t actually do (I: hmm) that which 
wasn’t particularly nice. Umm, once I’d started the group I sort of made this 
conscious decision that yes I had to stop, so things changed really then, and I 
started not liking myself after I did it (I: uhuh). I didn’t like myself particularly 
before I did it, but I’d sort of just accepted that I did it and it was part of my life (I 
hm) and, you know, the lifestyle choice, some people drink and smoke, I binge 
and purge, (I: uhuh). Umm, and once I started my group it became , became 
something that was more...umm, Distasteful,..that’s not the word, I can’t think of
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the word to use to describe it, more wrong in a way (I: hmm) and so I was having 
an awful lot more negative feelings about myself before I went
I: and you mentioned when it [bingeing] does happen, and after you binge and 
you purge, and if there is still food in the house, then you said it still carries on til 
the next day (ALICE hmm) until you’ve gone to sleep (ALICE yeah). So when you 
said that carries on, what did you mean by that?
ALICE: well once I’ve done it, I do my usual, obviously its going to happen again. 
(I: uhuh) I mean the foods there, and you know I don’t have that much self 
control (laughs) (I: uhuh). So, its just too much temptation really. (I: uhuh) And so 
the thoughts sort of remain if there is food in the house. (I: yeah) Urn, they will 
last until the next day if I don’t, (I: hm) and so...
I: and what kind of thoughts would they be at that point?
ALICE: they would just be centred around the fact that I’ve done it once, makes 
no difference if you do it again, umm not particularly about the food anymore I 
don’t think because I’ve already eaten the food once, (I hmm) and you know, 
umm one lot of food, so I don’t think its particularly about that, I think its just that 
its there it doesn’t make any difference if I do it again (I: hmm) so..yeah..
I: and you mentioned a couple of times, that you said some people drink and 
smoke and some people binge, and you said you have the cravings for food, 
almost like the alcoholic would crave alcohol (ALICE yeah). Could you maybe say 
a bit more about?
ALICE: I think there is quite a lot of comparisons. You get a sugar high don’t you 
when you binge (I yeah). Most people eat quite sugary foods, so, and then you 
stop, when you try and not binge, you don’t eat a lot of sugar, cos you going the 
whole low calorie thing (I hmm) and so you get cravings, and I think there is the, 
a, there’s a logical craving for a binge (I: hmm) which we talk quite a lot about(l
uhuh). So I think that’s there, but I think its harder for us because you can just
stop smoking, don’t have to touch it....they [alcoholics etc] never get part of the
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buzz, part of the high from it, (I: hmm) but we still have to eat, we still have part 
of, we still have to touch our drug (I: hmm), we can’t just expleed it from our 
lives, and so we still get some of the feelings that are associated with it (I: yeah). 
And so you can never leave it and that’s quite hard. And I think when I was first 
trying to give it up this time round (I: yeah) since the October, I’ve [unclear tape?] 
this feeling of being full, because I’ve never felt full when I ate a normal meal, (I: 
hmm) and I thought ‘well that’s it I’ll never be able to allow myself to feel full 
again’, because it’s the addictive,- thought that was the addictive feeling (I: 
hmm) and, umm, I decided that’s not really what you want....
I: Overall, how do you think that your experience of bingeing has changed? You 
talked about more recent times that’s quite different to more earlier times, do 
you think it has changed over time, your experience of how you get to bingeing?
ALICE: umm , when I was 14 I used to spend all my pocket money on food, (I 
uhuh) which I think is quite strange behaviour, but it wouldn’t be like sweets it'd 
be like pasta and sauce (I: hmm), which now I think back I think that’s a bit of an 
odd thing for a fourteen year old to be spending money on (I: uhuh), especially as 
my parents actually fed us quite well (laughs). I find it all very strange, umm, and 
so, I , but I think, when I was like, fourteen I used to do it as a way of, my parents 
fed us very wholesome foods, very very good cooks, but it’d be their foods (I: 
uhuh) and we couldn’t, we never really ate all the junk (laughs) (I: uhuh) so I 
quite liked eating the junk, and so I think that’s why I started doing it (I: yeah).
ALICE: [unclear on tape, talking about when she was 14,15], definitely I was 
binging during that time, umm, it was still all, suppose all binges are all the junk, 
but umm, I can’t, I, what I really remember about that time was taking time off 
school to do it, (I: hmm) of umm, eating pizza weirdly, in my sitting room, umm, 
which I didn’t do very often, so there you, umm, and then when I went to Uni, oh 
and then I got my job as an accountant. I’d put on a lot of weight over sixth form, 
I’d put on about, I’d probably put on 2 stone in about 3 months at one point, and 
I got my job as an accountant and I didn’t really binge for, probably the first 6 
months , and then I started trying to loose weight, in the usual way, with not 
eating anything, and then binging the next day, but you know I wasn’t eating
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breakfast I wasn’t eating lunch and I think then I binged when I was the 
accountant because I wasn’t eating, I think that was the only reason why I was 
particularly doing it, (I: hmm). I’m sure its not, I know its all supposed to be 
connected psychologically, and I talk to my therapist, and he goes, ‘oh what 
weren’t you happy about’, ‘ohh what was going on in your life’, umm (I: uhuh). 
Umm, I didn’t particularly enjoy my job. I was very very shy. (laughs) (I: hmm) This 
was what was going on in my life. Umm, I suppose a bit of a carry over from 
school, school I was just incredibly unhappy, but I actually think that taking, I was 
going to have a, I didn't really go to school, (laughs) I had a recorded attendance 
of 66% (I: uh), and that doesn’t count the times I went home (laughs) (I: right). 
Urn, so urn yeah, I don’t know, at school it was, I was so incredibly unhappy and it 
made me feel, like, there’s also the whole thing about binging being something 
that you do on your own, and so when you feel a bit lonely and bored it gives you 
something to do (I: hmm) and if you’re doing it you don’t want anybody else to be 
around, because if they are you can’t do it. So, its this all sort of, ‘ha I don’t need 
you anyway cos look I’m doing something that I don’t want you around for’ (I: uh). 
And I think probably at school it was partly, it was partly that (I: yeah) but umm, I 
think that yeah, I don’t know, it has changed, but, I think more as in terms, I think 
about it more in terms the eating disorder as a whole and how that’s changed, (I: 
yeah, yep) so I don’t think I’ve ever looked specifically at just the binging and how 
that’s changed (I yeah)but umm they got bigger (laughs)
I: Okay, so what you were actually eating got bigger?, yeah (ALICE yeah). And you 
mentioned at the beginning, that you were taking days off school. So how much 
of the planning is involved in advance with your binging or has there been?
ALICE: there would always been quite a lot of planning involved, (I: uh) and I quite 
liked the planning part, (I: ok) so I would sit in, umm so, recently, every more 
recently I would sit in lectures, not really paying much attention, (I: uh)l mean 
stats isn’t like that exciting (I: yeah) and I’d be planning my binge and what I 
would eat, an, I’ve I’ve read about people who plan the orders, I never really 
planned the orders (I: yes) but I would always eat bread first, urn, and I’d always 
eat chocolate last, and so knew all that (I: yeah) and urn
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I: and when you were planning it in advance, how far in advance would that be,
ALICE: it depends, if I knew I was going to have the house to myself (I: uh) so, I 
might have known on the Monday that on Friday I was going to have the house to 
myself (I: hmm) there would be a conscious, Oh Fridays, or even , I don’t know 
how conscious it was, it would be known to me that Friday would be a binge day 
(I: yeah). I knew that, and there wasn’t any debate in that, that was just what 
would happen (I: yeah). And so, I think probably throughout the week I’d [unclear 
on tape], and think ‘oh and I could do that’ ‘oh I could do that’, so it could be as 
long as a week, umm, but if I knew that at the end of it it was going to happen, it 
wasn't quite so bad as (I: yeah) not doing it at all (I: yeah) urn...
I: What would happen to the thoughts in that situation?, you talked about the 
time when you were sitting in and they were just going round and round and 
round...
ALICE: That doesn’t particularly feel out of control, that just feels like something 
I’m going to do, (I: yeah) so it would be, just something I was going to do (laughs)
I: Do you think those kind of thoughts, the ones that you thought about going 
round and round, about whether you were going to binge or not, would they have 
happened at at an earlier time in that process or...(ALICE umm) do you think they 
were just..
ALICE: umm, so, if I knew I was going to have a, my example, where I knew on the 
Monday I was going to have the Friday (I: yeah), that was fine, that wasn’t a 
particular emotional reaction to anything at all (I: yep), that was habit (I: yep). If I 
was having an emotional reaction to something, it would be quite immediate (I: 
uh) response, so it would be the same day, (I: yep) and it could be within hours of 
having decided that I was going to do it (I: yeah), or even, you know, minutes (I:
yeah) virtually that I was going to do something, and I can’t remember your
question...(laughs)
346
E Cotterill Maior Research Project
I: so thinking about the thoughts, you talked about the time when you were 
sitting and the thoughts were just driving you mad and so you decided to go and 
binge....
ALICE: that was different to..
I : I was wondering whether those kinds of thoughts or decision processes still 
happens when you, when plan your binges, such as when plan a week ahead or 
something ..
ALICE: no those thoughts wouldn’t happen that would just be something that I 
would do (I: uh) the difference between those thoughts that were going round 
and round that I was trying so hard to resist, was that I was trying to resist them 
(I: yep) and most of the time I didn’t bother trying to resist it because I thought I 
couldn’t resist them (I: yeah). I thought they were stronger than me in a way (I 
uh), and, urn, so if it was like an emotional reaction, I wouldn't bother sitting 
there going ‘no I’m not going to do it’ ‘no I’m not going not to do it’ (I: yeah) ‘no 
I’m not going to do it’. I would, just do it and it wouldn’t be much debate going on 
in my head (I: yeah).lt would just be something that I did (I: yeah).
I: so it sounds like there’s maybe, sort of three different types of binges, (ALICE 
yeah) perhaps, even perhaps, even sort of four -  1) the, impulsive but emotional, 
because something’s happened (ALICE yep) and its caused quite a strong 
emotion and there’s not much debate its just right that’s it (ALICE umm), and 
you binge quite quickly after that; 2) and then there’s the more planned binge, 
more of a habit (ALICE yep) where you might decide it and then it just going to 
happen again there’s no debate really over that (ALICE yep) its just decided and 
its kind of, becomes a regular routine (ALICE yep); 3) and then the ones where 
you are resisting and you’ve been on a diet and you’re really determined not to 
binge and that’s (ALICE hmm) much more a struggle thought wise (ALICE yep); 4) 
then more recently, the binge was more about planning, seeing the opportunity, 
and its much more conscious, and without the debate about it so much (ALICE 
yeah). So that’s the different kind of binges. Do you think they’ve varied over 
time or do you think its kind of been progression from...
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ALICE: when you label them like that, (I: hmm) I think you can pretty clearly see a 
progression in some ways (I: yeah). So being 16 I think they were clearly the 
planned ones where I knew that I could have the day off so I knew that that’s 
what I’d do (I: right). I planned things, like, exactly what I was going to eat , (I 
yeah) and it could go on for a little while, while I was planning exactly what I was 
going to eat (I: hmm). When I came to uni, my first year, I think that was pretty 
serious trying to resist it and not quite managing it (I: uh) - very rarely managing 
it, and being quite scared of having those thoughts of not being able to do that - 
and then, sort of, at the end of my first year I just thought ‘accept it’, that’s what 
happened (I: uh) and it was quite a lot more acceptance to it and that’s what I did
I: yep, and that was when you went into the planned eating, binges (ALICE yeah 
yeah),
ALICE: but, I would still have the emotional response ones in between (I: yeah) 
those (I: yeah) so I think you can see a progression in that
I: and thinking about those ones at the beginning when you were in sixth form, 
and you knew you had the day off, do you think....
ALICE: well I didn’t really [have the day off] ...(laughs)
I: when you knew you were going to take the day off (ALICE yep), do you 
remember what sort of thought and feelings [unclear on tape] you might have 
had at that point, and how you made that decision that you were going to have 
that day to eat, can you think back to a time about what was going on?
ALICE: not that clearly, (I: hmm), I knew that once I’d out on weight that always, 
quite unhappy, it sounds stupid that you binge because you put on weight though 
(I hmm, so it was sort of emotional) but I’d just become a very, I say looking back, 
I supposed depressed (laughs), and it sort of used to be quite comforting. I didn’t 
have a lot of friends during my sixth form, and I’d had a lot of friends before, until 
I’d changed schools (I yeah), and urn, I didn’t really have much to do, I think I was
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just a bit bored in a way (I hmm), and I didn’t enjoy my courses either at sixth 
form and it just sort of gave me something to do.
I: so you were quite low in mood (ALICE yeah), and a bit bored as well (ALICE 
yeah), and thinking well I’ve got.tomorrow, I could take tomorrow off (ALICE 
yeah) and can you think of any thought that went with that or
ALICE; not really I’m sorry, it was quite a longtime ago (I yeah) it was like seven 
years ago, I can’t usually think that far back, thoughts, no that was, think about 
every single one
I: okay 
Thank you.
End of interview
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How women with bulimia experience the processes leading u p  to binge eating
Thank you for taking part in this research. This is a summary of my results:
"The experience of the lead up to a binge in bulimia were explored through interviews 
with women with bulimia. Although ultimately, experiences are unique to every 
individual, through analysing the interview transcripts, it was possible to identifying 
themes emerging from the data. In describing the processes that lead to a binge, it 
was possible to identify different experiences, or pathways that were followed. The 
women interviewed described processes that were emotionally drive and impulsive, 
that involved restricting food and battling with the urges to binge and that involved 
making plans and developing habits. The resulting themes are described as “The 
Need to Numb- The Emotional Experience”, “Battling with my Brain - The Resisting 
Experience”, and “Too Good an Opportunity to Miss - The Planned Experience". These 
themes are described below:
Master Themes
THE NEED TO NUMB- THE EMOTIONAL EXPERIENCE
The experience of a negative emotional event prior to a binge was something that 
the women shared. The binge, which tended to follow immediately and impulsively 
after this emotional experience, was ‘something to numb’ the difficult feelings being 
experienced.
The emotional experiences play a role in the drive quickly toward the binge, in order 
to protect the women from having to feel the emotions by providing a way of 
blocking them out. These experiences appear to be impulsive and relatively lacking 
from both an active thought process, and also from a sense of control. This 
experience is in contrast somewhat to the themes which demonstrate elements of 
planning and active thought, battling the binge.
1. My Emotional Binges
This sub-theme describes the emotional events prior to a binge (depressed, bored, 
lonely, jealous, angry) etc and how the process of eating can create negative 
emotions which feeds back into the cycle to trigger further binges.
2. The Need to Escape
This sub-theme describes the expected role of the binge in enabling an escape from 
the distressing emotions, by blocking out or numbing the emotions. It highlights the 
difficulties experienced by the women in coping with negative emotions. It also 
highlights how the binge can provide comfort and solace when feeling unhappy and
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lonely.
3. The Impulsive Binge
This sub theme describes how the binges which tend to follow an emotionally 
stressful event usually happen immediately and impulsively after experiencing the 
negative emotion, without much thought or debate.
BATTLING WITH MY BRAIN -  THE RESISTING EXPERIENCE
This theme describes the experiences prior to a binge for the women who were 
engaged in a process of restricting food and who were desperately trying to resist, 
(though unsuccessfully), the urge to binge.
The women describe resisting food (‘I can’t Eat Today’), thinking about binging 
(‘Conflicting Thinking’), battling with their thoughts (‘Warring with My Head’), belief 
about the thoughts (‘They are too Powerful’) the role of thoughts and actions in the 
resulting binge (‘The Green Light to Go’) and the implementation of the binge 
(‘Planned verses Impulsive’).
1. I can’t eat today
This sub-theme describes how the experience of restricting food, or aiming to 
restrict food appears to be a contributor to the experience prior to a binge. Skipping 
breakfast and lunch appeared to be a fairly common task to attempt. This restriction 
often led to cravings of forbidden foods, considered to be similar to the experience 
of an alcoholic craving. Restriction also led to hunger. It is also suggested that there 
was an awareness that restricting food would make a binge more likely, or that by 
restricting food this would ‘allow’ the women to binge later.
2. Conflicting thinking
‘Constantly thinking about food’ and binging was an experience all the women 
shared, particularly when trying to restrict and not binge. All the women described 
experiences thinking about binging prior to a binge. This would often involve positive 
and negative thoughts about food, self talk, arguing and conflicting ideas. Thoughts 
would often be repetitive and centre on telling themselves ‘not to do eating’ or 
would often look to the future hopeful that tomorrow was ‘going to be a good day’. 
Thoughts would also be negative, particularly about the self. The aim of these 
thoughts may be to increase the chances of not binging by making the person feel 
they were ‘letting themselves down’ or because they are too ‘fat’. However the 
women also described conflicting thoughts that centred on the ‘foods they wanted 
to eat’ and ‘wanting to binge’
3. Warring with My Head_____________________________________________
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All the women described the experience of thinking about binging when trying to 
resist eating and binging. This experience involved constantly thinking about food, or 
binging, or about not binging or whether or not to binge. This experience was 
considered an exhausting battle, like being constantly at war with the head, with a 
constant debate going on in their minds. This could feel obsessional and could take 
over their mind, making it difficult to concentrate on work.
4. They are too Powerful
The experience of battling with their thoughts, resulted in beliefs being formed 
about having the thoughts which are perceived as ‘stronger’ and ‘too powerful’ to 
overcome. This resulted in forming the belief that the thoughts were so 
strong/powerful that it was inevitable once the thoughts came that they would 
binge. This also suggests a link between thinking about binging and the act of 
binging.
5. Green light to go
The restriction of food and battling with thoughts is an exhausting experience for the 
women. This situation appears to be resolved through thoughts and actions that 
provide the ‘green light to go’ to binge. This may happen through taking that first 
bite of food which then leads to loosing control over eating, or taking the first bite 
helps the women make up their mind whether to binge or not. In addition within 
their thoughts, the women described thoughts which ‘allowed’ them to binge, such 
as a thought such as ‘sod it just keep eating’. This type of thought suggests a 
recklessness regarding the consequences of binging, and was often associated with 
the idea of eating much more food re e.g. sod it have 10 chocolate bars instead of 
2.
6. Planned or Impulsive
Within these experiences of restricting and resisting, the women experienced 
immediate and impulsive binges. However it was also the experiences of some of 
the women that following the battle to binge, and making the decision to binge, the 
binge itself is delayed and planned for.
TOO GOOD AN OPPORTUNITY TO MISS - THE PLANNED EXPERIENCE
The experience of planning in the process leading up to a binge was a strong theme 
that emerged from the data. All the participants described binges which had a 
strong element of planning and were particularly ‘planned’ in advance, often with a 
gap of a day or more between having an urge or deciding to binge, planning the 
binge and then carrying it out. These planned experiences appeared to be
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experienced in a very different way from the immediate and emotional binge 
experiences and are typically free from the battle of thoughts described in the 
previous theme
1. Taking the Opportunity
An initial part of the planned experience focused on a number of opportunities ‘too 
good to miss’ which presented themselves and made the decision to binge more 
likely. These included finding out they had the house to themselves, or that there 
was forbidden food available. Finding, or being presented with an opportunity to be 
alone appeared to be particularly Important to be able to maintain the secrecy of the 
binge and to perhaps defend against the negative feelings created about the binge 
process.
2. A Conscious Decision
Once the opportunities had presented themselves, many of the women appeared 
to experience a sense of control over the planned process as they made a 
‘conscious’ or ‘calculated’ decision to binge. This experience is at odds with the 
uncontrolled and impulsive processes previously described in the first two 
themes. The women felt that the planning process, such as writing shopping lists, 
or planning their binge food, enabled them to feel more in conscious control of 
the process and aware of what they were doing. A further sense that the process 
is being planned and controlled is demonstrated when the women discuss the 
time scale of deciding to binge in comparison with when the actual binge takes 
place. In the previous themes ‘The Need to Numb’ and ‘Battling with my Brain’, 
the time between the events leading up to the binge and the binge itself is 
illustrated as quick, impulsive and immediate. However, in many of these planned 
experiences the women describe how the process between thinking about binging 
and actually binging ‘could be as long as a week’. This demonstrates an ability to 
control the urge to binge for some considerable time and suggests a process of 
delayed gratification which appears to be present as some of the women 
acknowledged that this is something that they ‘wanted to do’. However feeling in 
control in the binge process or ‘choosing’ to binge was not an enjoyable 
experience for some of the women. This demonstrates the conflict and discomfort 
for the women between having some control and awareness of the choices being 
made about eating, and the experience of having to accept responsibility for 
choosing a behaviour that is ultimately unhealthy
3. Making Plans
Having made the decision to binge, the women then proceeded to undertake the 
process of planning their binge, including planning what to eat, and sometimes in 
what order. In describing the planning process, there is a general sense that the 
women find the process a ‘pleasurable’ experience. A further aspect of making 
plans included making covert plans to create opportunities for binging or to
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maintain the secrecy of the binge, for example, organising dinners out or trips to the 
cinema to enable the opportunity to binge. There was also a possible perception 
that the more the binge is thought and planned for the harder it would be for a 
person to prevent the binge happening.
4. The Calming Effect
The process involved in deciding to and planning to binge play a large part on 
meeting the psychological needs of the women by producing a calming effect. This 
appeared to be particularly relevant for binges that were planned following a 
restricting experience, however not exclusively so. It is possible that by deciding to 
.binge and planning a binge this neutralises and removes the battling thoughts (as 
described in the previous theme ‘A Constant Battle’), making the person feel calmer 
and relaxed. The experience of going and buying the food prior to a binge also 
appears to play a calming role in the process. Part of this calming experience may 
have been due to a process of detachment that occurs in the supermarket, where 
the women ‘tune out’ or go into a ‘trance’. This may protect the women from the 
reality of the behaviour and therefore from the negative emotions potentially 
associated with the behaviour. However, the role of buying food in the supermarket 
may also serve to have a calming effect by meeting an addictive need. By going into 
a supermarket and ‘just picking everything’ with’ no reigns on it at all’, this may 
provide an addictive rush through which may meet the internal need that the binge 
is meant to satisfy. This suggests that an addictive element to the process that is 
satisfied by buying the foods and spending money. However, despite the addictive 
need being met, and the process then appearing something of a chore, because the 
food has been bought, the binge is still carried out, so as not to waste money. This 
latter reason perhaps serves to defend against the person having to admit that they 
want to binge.
5. Becoming a Habit?
In describing these planned binges there was also a sense from some participants 
that this was becoming something of ‘a habit’ or a "routine’ where binge days would 
predictably happen ‘once a week’ or there would be particular ‘times of the day’. 
Demonstrating an element of routine, or describing the process of deciding to binge 
as an ‘instinct’ or a ‘habit’, suggests an element of learnt behaviour, and possibly 
something akin to an addictive behaviour (as smoking and drinking are often 
described as bad ‘habits’). A habit also suggests possibly a more automatic process 
in contrast to making a conscious decision. This may indicate a process that 
develops through planning binges in advance that when an opportunity presents 
itself (e.g. knowing that they will be alone for the weekend) there is a learned 
response leading to binges that are driven by a more habit-based, routine response. 
This may also be a response that develops from the experience described in the 
theme ‘A Constant Battle’ where the experiences of battling with thoughts, leads to 
developing beliefs about the powerfulness of the thoughts in leading to a binge, so 
that the person becomes more susceptible to going along with the process of
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binging when an opportunity presents itself, thus developing the learned routine 
behaviour.
I would welcome your feedbacK/comments on these themes. Please comment as 
much or as little as you like.
Theme 1. The Need to Numb- 
The Emotional Experience
1. My Emotional Binges
2. The Need to Escape
3. The Impulsive Binge
Do you think that this theme accurately reflects 
your experience? YES/NO
Please comment
Theme 2: Battling with my 
Brain -  The Resisting 
Experience
1. 1 can’t eat today
2. Conflicting thinking
3. Warring with My Head
4. They are too Powerful
5. Green light to go
6. Planned or Impulsive
Do you think that this theme accurately reflects 
your experience? YES/NO
Please comment
Theme 3: Too Good an 
Opportunity to Miss - The 
Planned Experience
1. Taking the Opportunity
2. A Conscious Decision
3. Making Plans
4. The Calming Effect
5. Becoming a Habit?
Do you think that this theme accurately reflects 
your experience? YES/NO
Please comment
Please continue overleaf as necessary
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Participant Feedback
Theme Participant Comments
Do you think that this theme accurately reflects your experience? YES/NO 
Please comment
General comments:
Alice: your research is really interesting,
Beth: It looks like great insight. 1 have no comments as your research 
is good.
Susie Clara Rachel
Theme 1. The 
Need to Numb- 
The Emotional 
Experience
My Emotional 
Binges
The Need to 
Escape
The Impulsive 
Binge
YES
YES
YES
YES: This is especially true of 
my illness as it has developed 
over the years. Initially 1 used 
to battle more with the 
thoughts of bingeing, but it has 
now reached the point where 
whenever 1 feel any kind of 
emotion 1 automatically fear 
how to deal with it, so 1 use 
bingeing almost immediately.
It is all linked for me down to 
the conviction 1 can’t cope any 
other way, but if 1 were to have 
a belief that maybe 1 can 
survive without abusing food, 
I’d be more inclined to ‘battle 
with the urge’. It all escalates, 
and ultimately 1 am bingeing 
not to escape whatever the 
triggering emotions were, but 
instead to escape the despair 
and hopelessness that 1 
haven’t the means to get out 
of the nightmare cycle of 
bingeing pretty much 
constantly.
Yes
The emotional binges sound 
familiar to me, 1 can't think of a 
time i have ever binged when 1 
have felt happy or positive 
about anything.
The need to escape is also very 
precise in explaining how i feel 
i go into 'another world' where 
nothing matters about from 
the food 1 am eating/ planning 
to eat or purging. It also 
passes the time when i often 
feel alone.
The impulsive binge describes 
exactly how 'one' can go on 
'autopilot' and just start 
without knowing or stopping to 
realise what 1 am doing
Theme 2: 
Battling with my 
Brain -  The 
Resisting 
Experience
1 can’t eat today
Conflicting
YES
YES
YES: 1 can’t eat today is part of 
my pattern. 1 know now that 
bingeing is a nightly event, and 
therefore 1 cannot permit 
myself to eat outside of the 
binges. Rationally 1 know that 
by not eating all day 1 will be 
starving by the evening and 
totally unable to resist food,
Yes
This felt so familiar as i was 
reading it, it exactly effects the 
way my head/ brain thinks 
when i am trying not to binge, 
the thoughts that go through 
my head, the reasons, the way 
1 bargain with myself, telling
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thinking
Warring with My 
Head
They are too 
Powerful
Green light to go
Planned or 
Impulsive
YES
YES
YES
YES
but I cannot take the risk of 
eating in the day then bingeing 
in the evening anyway. My 
binges are both emotionally 
and physiologically driven, so 
even if I attempt to lessen the 
physiological contributory 
factors, the emotional factors 
remain.
I also feel that come the 
evening, if I haven’t eaten 
much in the day, I can ‘permit’ 
myself to eat, and 
subsequently this equates to 
bingeing.
The ‘warring with my head’ 
and ‘conflicting feelings’ about 
whether or not to binge were 
very relevant to me in the 
earlier stages of the illness, 
but as the years have 
progressed I don’t even bother 
to try and resist and fight the 
binge, because that is 
ultimately futile, and makes 
me more depressed and 
hopeless about the whole 
situation when I fail at my aim.
I no longer even fool myself 
that I ‘might’ be able to have a 
day without bingeing, because 
this sets me up for 
disappointment. The 
‘thoughts are too powerful’ is 
definitely something I would 
use to describe my experience. 
Once the urge enters my mind,
I know there is no escape from 
the binge.
Having set myself up for 
the need for food by not eating 
all day, once I take a bite I 
know that is the start of a full 
blown binge. At the beginning I 
feel excited and would resent 
anyone stopping me from what 
I ‘want to do’, but after a while 
I am hating the experience and 
the despair hits, contributing
myself i can't binge now but i 
can later or i can't because it 
will make me fat or that i hate 
it and i would also try and 
make deals with myself.
It also reflected the thoughts i 
have with my head with the 
reasons not to eat and how 
this often led to a binge (ie 
skipping breakfast/ lunch/ 
regular meals) and how this 
often lead straight to binging.
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to a need to keep eating to 
avoid facing what 1 am doing 
and the loneliness and 
manipulation the illness 
involves.
Regarding the planning of a 
binge this is true for me. 1 plan 
to binge everyday and know 
that 1 will each day.
Theme 3: Too 
Good an 
Opportunity to 
Miss - The 
Planned 
Experience
Taking the 
Opportunity
A Conscious 
Decision
Making Plans
The Calming 
Effect
Becoming a 
Habit?
YES
YES
YES
1 don’t 
know if 1 
feel
calm but 
1
defiantly 
go into a 
trance.
YES
YES: This theme was the least 
relevant to me because 1 live 
alone, so there is no longer the 
mad rush to binge when 1 have 
freedom to do so. However 
when 1 used to live with others 
this was definitely what 1 
experienced. 1 would get a 
thrill from realising 1 had the 
house to myself and would 
immediately take advantage of 
that, and eat manically. If 
someone had implied they 
would be out, but then never 
went, 1 would feel huge 
distress and preoccupation 
with the desperate need to 
carry out the anticipated binge
Yes
This all brings back so many 
memories, i can remember 
having a week off work and i 
planned the whole Monday to 
Friday as being days just to 
binge. 1 would generally do this 
when i convinced myself 1 was 
going to stop the week after 
(even through it never 
happened). The making 
shopping lists, either on paper 
or in my head is so familiar 
and true, i would get so excited 
just thinking about it and 
planning it.
Going into shops in a trance, 
buying the food, being on a 
completely different planet is 
so true. Often 1 would get 
home, after binging half of it in 
the car and not want the rest 1 
had brought (which usually 
was a lot) but 1 'forced1 myself 
to eat and purge it because 
that was what it was for. 1 had 
brought it so i had to have it. It 
was strange because as soon 
as i put that first bite into my 
mouth it was like i had gone 
from some fidgety, anxious 
person to this calm chilled out 
person who couldn't give a 
care less.
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